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ABSTRACT 

The guidelines are written to assist school systems 
in establishing an environment for the safe and well-c^dapted 
functioning of children with chronic illness, physically disabling 
conditions, and medical dependency. The guidelines provide a basic 
structure for operations and suggested procedures intended to help 
schools and families as they develop individually customized 
programs. Section I contains administrative guidelines, outlining 
procedures for entrance of the child into an educational setting and 
describing universal precautions regarding safe handling of blood and 
body fluids, disposal of waste materials, and basic hygiene. Section 
II includes usii^ful sample documents: a Health Care Plan, an Emergency 
Plan, a log sheet, and permission forms. Section III contains 
procedural guidelines for tube feeding, intravenous lines, 
catheterization, ostomy caro, and respiratory care. Section IV 
contains s)cills chec)tlists for training direct caregivers on such 
procedures as gastrostomy feeding, heparin lock flush, tracheostomy 
care, nasal/oral suctioning, and others. Includes over 100 
references. (JDD) 
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Disclaimer 



Th(\so Guidelines nro i insult of a oan^ful st^ui h of the nii-dical, niusinjjt, tnliu atioiial aiui U^h^*! 
litenituro, two yc^ai's of committor work, and a <*or)sonsus(*oiif<»n'ru'(» of nuHUcal, Mursiii>*> cdiu ational 
and legal experts fnim arouMd the Tnited States. The rcHoniniendat ions contained in thesi^ Guidelines 
reflect the best and most current nic»dical, nursing, and educational advice that ProJiH t School Care 
coidd obtain. 

While it isex|)e( ted that these Guidelines will play a part in establishing standards for the prop<'r 
(*are i)f children assisted by medical technolog>^ in the scliool sc^tting, th(Me is no guarant(HMhat t h(\s(* 
recommendations will be accepted by schools, courts or others. Each school system must make its 
own determinations as to w hich recommmendations to follow and which to reject . 

The Guidelines are writt(Mi to assist school systems in estai>lishing a safe environnuMit for 
children dependent on medical technology, (onduc ive to receiving the public education to which 
they are entitled. These Guidelines, however, are Just that. They do not stand alone, but must be 
individually customized into a carefully developed health plan which takes into account the uni«pie 
needs and circumstances of each c hild, establishes a comprehensive training program, and involves 
the child s primary^ health care provider specialists who are knowledgeabh* about thei hild, the 
child s parents, the st hool nurse, i omnuunty health providt^s and other medical and educational 
professionals. 'R)get her this group can help establish a plan of ( are that best meets the child s 
schooling needs and potentialities. 



Introduction 





IVooxntiii^ nuxlcrn advancrs create tho iuhhI for this hook: om* tccliiiical aiul the other social. 
As the knowledge hase regarding c hronic iUness and i)hysically disahling conditions has increased, 
so hiis the technical ahihty to substitute external suin)ort lor internal functions, thereby greatly 
enhancing the life chanc es of sick and cU.sid>led childivn. IVrhaps as great an advanc e has occ urred in 
the socic»tal commitment to ensure the ciuality of children's lives as well as their longev ity. While thc^se 
innovations are truly positive, they bring with thetn .substantial challenges, paHic ularly for families 
and communities. 

Technical improvements are found throughout the fields of pc^liatricsand pediatric surgery. 
Some of the improvements are relatively mundane, such as the sulxstit ution of inon* flcxifde t ul)«*^g 
for Uvss compliant rublxr. ()thei>i ai^ astounding feats of ivconstnu tivc- work, which have transtV. lu 'd 
hopeless sit nations into triumphs. Others have bc«en the slow^ development of synergistic nuiltidisc 
plinary .services in neonatal, medical and surgical KHJs, which have allowed children to get over 
particularly difficult rough siM>t.s in the course of their illness. And still othc^r improvements have 
been clue to the commitment of resoun'es to develop nc^w tcx hniquc^s for fecnling, sui)iK)rt of respiration, 
and creative systems for the supi>ort of other body functions in children with functional disabilities. 

All ofthe.se improvements are visible in any pediatric unit or children's hospital. A stroll through 
the corridors accjuaints the modern visitor with children being fed regula-ly through stomach t ubes 
and intravenous lines and pumps, with mothers carrying portable tanks on their backs to supply 
oxygen to their babic^s through neatly placed nasal tubes, which are worn comfortably and naturally 
by the children. Lt^ss apparent may btM he fact that many of these children are receiving complex 
medical treatments, such as infusions of si>ecialized materials and medications or dialysis. All (»f these 
Jiiglily technical procc^dures are now mutine and available to most children . 

The increased accc>ssto modern medical technology is now becoming visible in other ways as 
well. Epidemiologists are hc»ginning to document an inc rt^asing number of children dependent on 
medical tcH'hnology within society. No longer are th.^ very low birth weight survivors of c>xtremely 
premature births reported on a case by c ase ba.sis. Such survival is now expected to occur in thirty to 
forty percent of very low birth weight c hildren. Moreover the survival from many medic al conditions 
is inc ivasing daily. Several such conditicms are ac ute lymphoc ytic leukemia, c> st ic fibrosis and sickle 
cell anemia, lietter care of the nutritional and physical needs of .scnerely clisai>led youngsters has also 
c<mtributed significantly to their survival and increased presenc e in the childhood population. 

Hut besides a presence in ho.spital corridors and statistical reports, tliere is a dramatic inc rease in 
the involvement of these chiklren and their families in the community an<l a response on the part of 
the community to try to meet their needs. Largely stimulated by i)arents and comnmnity organiza 
tions devoted to the affairs of hanclicappc>cl citizens, major societal changes have occurred which 
offer increasing hope for life fulfillment to children with chronic- illnesses and disabling conditions. 
Section 504 of the Fx'habilitation Act. PL. !)4-142 (ibe Education for All Handicapped Children Ad) 
and the recent Suj»remc Court deci.sion. Vitrow the Irri hh huicpcudcn! SfhoollHstfivf , combine to 
crc>ate a bulwark of rights for handicapped c hildren: acc ess to public buildings, access to education 
and access to needc>cl nursing .services within thc> scliool setting. 

Three years ago a task force was formed in Massachusc>tts toexi)lorc ibeconununity (and par 
ticuiarly the school) respon.se to these technic al and societal develoimients. The task force identified 
a number of areas of concern anci publishc>d a report urging the creation of hel ter systems to meet 
the new needs posed by children depcMideni on medic al technology. The group recognized t hat on a 
national level thcTe remains controversy regarding the full extent of nursing services to he proxided 
in .schools. They also ackn»)u lodged the finanrial and legal challenges inherent in the provision of 
ccmimunity service. Finally they pointed to the inun<'dialc> and sej lous need for experts in medicine, 
nursing, educati(m and law to take a long hard look at the comnmnily r<'spons(> to the niandaics. 
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f'n>j<Mi School ('an» isa projec t <>f Tho (MiildnMi's Hospital in Hosloii (i('si^n(Ml to address tlu* 
iiuMlical tuii>;ing riMoninuMuiat ions (>r the task forco. The projeii wasliuuitHihy the National Institute 
on Disability and h'ehahilitation lieseareh and the Division oi'Maternal and ( hiki Health ( areio 
(Teale a set of guidelines for schools and eonutuinity ajiiMieies to us(* to lu»lp pro!n<)to the sale and well 
a<lapted fumiioningof ehildren with ehroni<' illness, physieally disahliiijicondit ions and nuMlical 
(h»pend(Mu% The j^uidelines are Just that. They are not pn^seriptions: ilu^y are not protoeols. They 
provide a hasie structure for operations and sujinested pnuedures, which are inKMideti to help schools 
and fiimilies tisthey devc^lop individually customized pn^^ranis for chihiren addressing th(^ unicpn* 
needs of the child and taking advanta)i<* of the particular resoun^es available to the conuiuuuty. 

These guidelines are present(Hl in a h)ose-UMif bind(»r with the hope that the materials will hr used 
as resourc(*s, photoeopied and distributed as needed to appropriate persoiuiel. We also (*\p(H t that in 
an (*v*)lving field, fiv<|uent ix*vision will be* calltMl for an<l that w(» and those* using the guideline's will 
be adding and subtracting materials. 

These guidelines are offered with the sincere hope that they will provide usc*ful information and a 
springboard for the creative and dedicated efforts of thost^ families, schools and community agencies 
who wi>rk so hard day in and day out to turn the advanc<*s of leu hnoloiL^y and societal < t)nuuitment 
Into th<» nullity of meaningful livens for the children. 

Judiths, halfrey. MJ). 
Director 

ProJ(*ci Schoolman* 

JulvT. 
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How Tb Use This Book 



This book is inliMidtMl lor iist^hy prol'i^ssionals w lio work witli ( liihlrcMi assisUMl h\ ni(vli( ;»l ircli- 
iioloftv iiuHlU(»ational siMlings. VVhilo parts of ilu» book mv w ritlcMi |br p(*o|)l(» with no inodiial IkuK* 
{irouiul, other strlions (U'tail ibo spooilic Krhnical proceduros thai \\vvi\v{\ on a daily basis. \U\u\ 
of Ihr mat Trials in ihobook arc* int(Mulrd lor distrilmtioii and b)r daily monitoring. Tb<M'r arc hand- 
outs, onuTHoncy proivduro shrots, lo^sand an intonnational introductory letter about each assistive 
devic<M)r procedure. 

Sec tion I contains important administrative .guidelines, which oiUlim^ a pioc <Mlnr(» lor cMit ranee 
hitoan (Mlucational set ting and a r<*view of unix ersal pnu autious, Thv:>v chapters should l)c read by 
all administrative^ pcMsonnel responsil)le for th(» safe* placenuMit of tho child within the educational 
setting. inchHiingsptH'iaUulucation dircH tors. administrators and t(»acluM>i as W(^ll as school hcsdth 
pe!"sonneL 

Th(* proc(»(Un(» for<Mitran((> into an educational set ting out lin<\s tb(» sti»ps and roU*s of the person- 
nel nee<l(Hl to facilitat<Mhe admission of a child with special health can* uccmIs to school. IVainingof 
school staff and din^ t can^-givers is also reviewcHl. 

The chaptiMon universal pn^ autions n^views curnMit reconuuendat ions for care-givers and 
school staff regarding safe handling c^f blood and body fluids, and disposal of waste materials. In 
achlition. basic hygicMU* to prevent spn*ad of infection is revic^wed. All school personncd should l)e 
aware of the nM ommendat ions and proc<»dures in this s(^ct ion, 

S(H tion II includes us(>ful doi uments: a sample Ih»alth t are Plan, an Km(»rg(»ncy Plan, a sample 
logsluMM and sample pcM'mission forms. Thest* docmucMits are intiMuled to be copied or a(lapt(*d for 
use by the health care coordinator to develop a chil(i-sp(u ific plan of c ap- lu \hv school. 

Thv first pag<M)f tlu* Health Can* Plan is acluu klist of tlu* iinp<^rtant infornuuion, pro< ess(»san(l 
doc uments that should becomplet(»d bef(knMh<* prospective* studiMit ent<Ms school. In addition to a 
medical history and \hv child s special health can* ntMuls, the* Health (\uv Plan contains child .spec ific 
pnicedunU guid(*lin(vs, Tlu\s(» guidelines include a list (►f (MjuipnuMit ne(*ded, a description of ihespe 
cific procechire and any modifications tlu* stud(*ni recjuinvs, sucli asdieM, t ranspcM tation and staffing. 
Potential pn)blems and (MiUMgencies that may oce nr an* als(^ n»vi<nved for tlu* spcH ific* stud<Mit and an 
enu'rgiMUA plan format ispn>vid(*d. The <Mm*rg(Muy plan may be adapted tolluM^xistingscbool policy 
and posted in the* appn>j>riat(* an*asof th<*scliool, such ;ts the* main office. lu*alth room and classroom. 

The H(*alth ( are IMan shonU) Ik* sign(*d by tlu* pan*nt guardian, the pliysician. th<* school adminis 
t rat or and t Ik* .school nurse*. It is ime*nd(*d to be^an inte^gral pari of the* stude^it s.se hool n^ onl. The 
plan sluHild be n*vi<*W(*d by all pe^rtinent .school pe*rs()nne*l, and sliould he' inclueleel in t lie Inelividual 
Kdue atieui Plan, if the' st udent has one*. 

The* .saniph* logshetMs are* ^le^signe*e^ to he u.sed to n^cord and document the* daily (';u(* ifiat tin* 
stude*nt r(*( eMV(*s. The* pe-rinission fe>rms ine lueh'd may b(* us(*d tfMleu'iuneni pan^nial authori/at ion for 
cai<' as W(*ll as a tloe ior's oni(*r for spe*( ializ(*d health care. 

S(*ctio!i III e'ontains preu eHlural guide'line*s feu* lulx* fe*e*ding. intra\e*nous lines, calheierizaliem, 
osteuny can* anel n*spiratory ( are. The' pn»ceduie'Soiiiline*d in the gni(ie'lin<*s may be adapl<*d lor the* 
chilel-spe*cifie pari <>f the* II(*alth Can* Plan. In adelil i( »M , 1 liis iniot'Miitt ioi) cm 1 1 x* used for t (mcIi ii i.u <i! id 
H<iiiiin)4 s<ii<Mil sialT and carc-.uiN'cis. 
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Kach ( hapt(M' contains th(» lollowin^ siH lions: 

• Structure and Fundion—a hric^f oviMx i(*\v ofthc or^an syslcMU involvcvl. 

• Purpose— a desc ription of the (le\ i( (» proctuiure and intJicalions ir>r usiv 

• Suggested Sellings— a ro\ i(»\v of appropriate loe; lions I'orcare. 

• SujKest(»d Personnel and TraininM-^rc'comni'Mulations toreare-^iv(»rsand trainiufi. 

• Thv Health Cmv FMan: Issuers for Spcrial Consideration— pertinent eonc erns to be inelud(»d 
\vlu»n developing t hv I I(»alt h ( 'are Plan for an individual st adent . 

• Procedures— includes t!u» slepd>y sl(»p pnu i^dunv points to r(Mn(»ml>er and appropriati* 
equipmiMit . 

• Possil;!(> ProMenis— discuss(*s pottMitial pn)l)lenis and emerj?encies, the prol)ai)l(» cause, and 
appropriate actions. 

• <t(Mi(Mal Information SluM^t —an introductory letter to j4ive school peisonnel a l)road overview 
of th(» chihl's spec ial health m^eds and staff nKMulxMs trained to deal with any prol)l(MUs. 

S(Hlion IV of the manual contains skills ch(Hklistsdc»veloped by th(» Ventilator AssisUmI (an* 
Profirani and Chronic Illness Projjrani of the Cluldren's IIos|)ital, New Orleans and a(laj)ted for use in 
this book with their pcMinission. These lists are inten<l<'d for training <iire(*t care->?ivei>>. The checklists 
proviclc* a step-by-step rcA i<*vv of each procculure. After the trainee* successfully completes <*ach stej), 
the instructor conuuents on the cuue-0V(M 's strenf?ths and W(*aknesses and makes recommendations 
for further training and revic^w. This allows the checklists to scmvc* as documentation of training. 

ScH tion V includc>sa coniprcdiensive bibliugraphy. In additicui to refcMcMiccvs for the spc>cific pnu 
dure anddevic(*s, it also includcvsa list of ctunprehensive manuals and resources, and ^cMieral r(>f(»r- 
enccvson chiklrcMuh^pcMident on medical tc^chnology. 
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Procedure for Entrance into an Educational Setting 
for the Child Assisted by Medical Technology 

Tho entr\ of a vhiUl assist (Hi by modical technology into the sc-liool st^tting prosonts a chalUMi^e 
to tho family, student and sdiool staff. A nuHlically safo and (Hlucationally sound program, accom 
plishod by a collaborative offoH , should civate an environment tliat fosters aeadeniie siuci^ss and 
social competence. 

For a smooth transition into the education settinj*. an organized planning pro(H\ss must b(^ 
foHowed. This section outlines the steps and roles of personnel nc*ed(Hl to facilitate^ this process. 

Early Notification 

It is essential that the c(iu(*ational setting? he notified al)out a prospective* student with special 
health care needs at Iccust two to three months l)efore school entrance. While notifii ation usually 
comes fn^m the parent, in the case of tlu* child assist (h1 by medical tec hnology, th<* ( hild's healt h can* 
provider should also notify the education system as soon as the(*hild is ready to leav(> the hospital or 
chronic care facility. 

Once the child is out of t he hospital, other sources of referral to the ducat ion system may include 
ease managers, the primar>^ pediatric ian, visiting nurses and other home care i)roviders. StalTfrom 
any public or private developmental or education program in which the (uild may be currently 
enrolled should also initiate a timely referral to th(* new program. 

Depending on the education system, difftTent piMsonnel may reciMve the notification, includinj4 
the district superintendent, the principal and the special education director, among otlu^rs. School 
health professionals, such as the sc hool nurse and school physician, must also l>e notifiini, as thtMr 
input is essential in planning for phu ement. 

Administrative Responsibility 

The (Mlucation coordinator ((\g., special (uhnation director or principal) oversees the admission 
pro(*(\ss to ensure that {hv ne(*ds of the child in ihe school sett ing are provided for. Tho det(>rmination 
of thesi> n*(pnrements must be based on reviewing the ai)i>n>priate lunilth and <Mlucaiion asst^ssments. 
('(►nfidentiality and privaty should be respected and pres(M\(Ml. 

It is also tlu* n\sponsibility of the (education coordinator to provi(k* ad(M|uate staffingto mec^t the 
student s education, transportation and health (*are needs. The appropriate staff should atttMid \ hv 
planning and traininj^ nu^etings. Also, the llealtli ( are Plan and I:]merg<Mu y Plan should l)e reviiw^l 
and signed by thet^lucation coordinator. 

Tlu* education coordinator is also i'(*sponsihl(» for arranging ade(|ual<* insurance, as ixviuinul l)y 
state law, to (*ov<m' th(» liability issues involvi^d wIkmi chil<lren assisted b\ nu^dical technology alti^nd 
an (vlucati()nal scMting. 

The Role of the Parent or Guardian 

Due to the pan^nt or guardians' uni(jU(^ undiM'slaiidiug of t lu^r ( hild s ne(»ds ami abilities. \ \n \ 
w ill hav(* an integral role in t \w planning jmoccss. Th<\v ar< h<* ult iiuat<* sonr( c of informal ion and 
r(»s<»urci's. Tlu»ir n>l(* will include: 

• Advocacv on b<»lialf of t he child. 

• Providing ac( (\ss to lieallli care pi-o\ iders. 

• I^articipalion in planningand training ni<M>t ings, 

• A|)pn)\al of llie Kducal ion and Ilc^allh ( '[\vv Plans and KuKM'gciu y [Man 

• Notifying I \\v school li<*alt h coordinatoi' of changes in th(^ stu<i(^nl s condii ion or he;ili h ( arr 
re(iuireni(^nts. 

• Serving as a source of child specific infni inal ion and. w lu^n appropriate. 1 raining. 
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Role of the School Health Car e Coordinator 

This|H*rs()n will somsisa liaison aniontj family, roiniuunity ht^alth |Muvi(l(Ms aiul (educators lo 
assunMhat tlu* special health care luuHlsofUu* student an* addressed intlu* school. In most casivstlu* 
school nurs(* is the a|)propriat(* ptMSon lor this roll*. The h(*alth car(» coordinator is r(»sponsihl(» lor: 

• (T<Mieratinj*a nulling assessment ot the child, bastni on a home, liospital or school visit. 

• Obtaining peilinent nunlical and psychosocial inlormation. 

• Devc'lopinga UealthCan* IMan for th(* studcMit in collaboration with tlu* family. stud(»nt and 
physician. 

• Ensuring that a child-specific (Mn(*rg(*ncy plan is in placiv This should he d(*\'(*lop<*d in collabora- 
tion with .school administration, comiiumity eni(»rgi»nc\ p(»rsoinK*l and family. 

• Atteiulinjj tlu* edui ation |)lanning ni(H*tinf*, re\ i(*vvingtlu* Health ('ar(* Plan, and making rt*com- 
miMidat ions for plac(MiuMit , staffing and training, vvh(Mi pert intuit, l)a.sed on tlu^ studtMit s lu^alth 
care needs. 

• Coordinating tin* St udtMit 's in-school health can* assp(*cilHKl in tlu* IIiMlth Vinv Plan. 

• Ensuring that car(^-gi\ ers in tlu* sc hool ha\x^ rec(MV<Ml comjKMency-based training in appropriate 
child-sp(»cific techni(iues and problem management. 

• Providing informaticui for other peisoiniel and students in tluMuiucation s(»t ting about tlu^spi*- 
cial nunlical needs of tlu* student. wh(*n appropiiate. 

• Maintaining appropriate* docinnc^ntation. 

• I{<'gularly reviewing and updatingtlu* Ih^althCan* IMan and t mining of care- giv(»rs, based on 
stud(*nt s condition. 

Pre-Planning Meeting 

Aft CM" the school has be(>n notific^d about a pi'ospective stud(*Mt with specializ(M) medical niH^ls, 
tlu" school will ai'rangi* a meiMing with an administrative design("(* (j)i-incipal or special education 
dir(*ctor). tlu*par(Mits guardian and the stud(*nt (if appropriate), and tlu* school nurs(». At this meet- 
ing, a lu^alth care coonlinator in the (vlucational setting will In* sehn t(Ml. 

Planning Meeting 

At this mt^et ing. tin* partMits and studtMU . school bealt h coord inato?; in<Mnbcrs of tlu* echicat iun 
(*valuati';n lean), and (vlncation and administ rat iv(» staff will nu^cM to n*view and discnss sah* and 
appr<)priat(» classnK)m plac(Mn(*nt , and n(*c(^ssary s(M'vic(vs and pc^rsoniu^l for tin* child to attcMul school 
inth(*l(*asl r(*st rid i\ (Mnironnu*nt . This nuuMing should br \\v\{\ foi st iidcMils assisttvl by nuMlicnl 
t(*chnoI<»gy. reganlU^ss of their necvl for sptvial cducat ion. 1ft h(* si udcMil is to !'<H'(*i\(* special (vluca- 
tional s(M\'ic(^s, tlu* Ih^ahhCan* IMan should IxMocorporated into tlu* Indi\ idual Education IMan. 

Training 

Tnuning of stafi' and care-.ui\'(Ms is k(\\' to assuring llu* abililN* of I ho (*d neat ion sett ing to ac coiunio 
date lh(» si nd(MU as salel\ as possihhv Training shoidd occiu' on soxcial diflcrent lo\(»Is fi-oni general 
infonnat ion to school staff to child-sptu'ific lociuu(iU(vs foi* dircn t ( art* gi\ (Ms, This p!-oc(»ss docs not 
end \vith the child's cntranct* into scliooh R(\giilar ie\ icw and updau* of skills should occur. 
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Information Meeting 

Oiu c appropriate placcMiuMil and scM-viirs hnw hvvu dt^si^naKMl for tht^ prospiH livi* s1u(I<mi1, th(* 
school health cooniiiiator should organize* a iiuH»tiog(or siTii^s of nuM^iings) to (^huaio tli(» school si a IT 
about the* studcMit s condition and sp(»cializcd nuMlical iuumIs. The* inc(Ming(.s) sliould addrc^ss any con 
corns and (jucstionsof the school p(»rsomu»h sucli as liability, n)l(*saiul r(*sponsil)iliti(»s of staff nu»inlKM"s, 
In addhion, a general overview of the student s Ilealtli Vavo Plan will Ik* pn\sent(Ml. All school staff 
who will interact with the studiMit should attend. Th(» pai'CMit and student may or may not participat(» 
in th(\se meetings. 

General Staff Training 

It is the responsibility of the school health coordinator to i)rovi(l(> a g<Mieral o\(MAi(»w of the 
student s condition and health care needs. Thissbould hv dcuie in conjunction with the family and 
other consult ants such as the physician, home care provider or sixTialists from the child's auMiical 
center. IVrsonnel who should attend tliis gen<*ral staff training scission inclu(l(Mea( hers, tlu» |>rincipal 
and or special education director, community emergency personnel and othiM" staff who will be in 
contact with the student, such as the busdriv(T, occupational t berapist and physical therapist. 

Topics that should be cov<ned in tlu^ general staff training include: 

• An overview of the child's condition and specialized h(*alt b care nei^ds, 

• A detailed review of the student s Health ( are Plan. 

• A biLsicov(»jA iew^ of peilinent anatomy and pliysiology. 

• The different staff mcMnber roles and responsibilities in tht^ daily and (MU(M'g(Micy can* of tlu^ 
student in school. 

• Transportation issues and p(*rsoinuM. 

• Emergency Plan and pnK CMlures, 

Staff education can be accornplish(*d tbn>ugh formal didadic sessions, **liands-on" intro<hiction 
toecpiipment. nsv of audio-visual aids, as widl as other peilinent ti^aching tools. Staff niemhers should 
be (MicouragiHl to (»x[)r(vss th(Mr (puvstions n^garding the siiuhMit 's ikmmIs and can* iu tlu* training s<*s^ 
sious. Staff training should be updat(»d with any cliangi* iu tb(*stu(UMit*s condition or plac(Mn(Mit in tin* 
school {at l(*a.st yearly). 

Child'Specific Technical Training 

The essential and })ack"Up car(»-giv(Ms who will Ix* i ivsponsibh* foi* providing din^ t ( are for the 
stud(Uit during tlu* school day nuist (Mve training in child-sptu ific pror^^diu'es. liascMl on thc^cbild s 
mcMlical and care needs, tlu* care giv(»rs may rcMjuirt* uunv foi iaaliztul m(»dical training. Kc^conuiuMida- 
tions for (essential and back-up p(MSoiu)(*l are inchuhnl in (»ach of tlu* procedunil guidelints. 

Trainnig in child siK»( ific skills may b(» obtaiiUMi from th(^ local nu^dical cerU(>!; the* home ( are 
provider or (^i }wv lu^alth can* pruf(»ssional with clinical <*xp(MTise in p(»(jintric care. A technical skills 
ch(*cklist isincludcMl at \\w end of this manual for(»ach pnx edun*. P^ach list can be us<mI as a foimda- 
lion f(U- competencyd>as(vl training in appropriat(^ techni(|U(\snnd i^rohUMU managiMueiit . Sp(»( ific 
proccMhuHN are outlined step by st(»p. Tlu^ pi'ofessional pn)\'iding the tnuning is I'esponsibU^ loi' docth 
mentingac(iuisition oj skills by comph^ting th(» ch(»cklist as (»acb t(»cbni(pic i>> inasnM'(»d. 

In addition, the traiiuM' should incliuU^ comments n\giuding iUr eaie-giviM sstirngihs and w^-ak- 
luvsses. as W(»il as i"(*co!nmendat ions lor lurther training and periodic skill riA i(»vv. Family in\ul\(MU(MU 
is (*ss(Maial in this training and \ Uv part Mil or guardian should also sign llu» skills checklist . 

H<»\'i(»w of tnuningshMuld occur wluMi(»v(»r tluMv has \ H*r\ \ a ( bang<» in the slndcMM s siat ns oi when 
an (»meig<'nc\ has occurnul. Tiainingand i(a imv |)rnr(^ss<^s should IxMhu unieuted !>> ilir ^ iMMd 
health coonlinator. 
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FoUow-up and Training 

OmothtMnitial phasr of training and planning is complottML it is i»ss(»ntial that tlu* Iloaltii (/aiv 
Plan and caroKivors' skills Ik* (»\ aluatod ivgularly. 

Tlu* In(lividualiz(»d Ediu^ation Plan and the Hi*alth ( aiv Plan should hv roviovvtMi yoarly. liasod on 
th(» child's (-(mdition, the ivass(\ssnu»nt oft ho Health Cmo Plan ntay nood to Ik* done nioiv livcjuently. 

After one month, it is impoHant to assess tlu^ c hild's adaptation to school ami th(» school's accom- 
modation to the child. 

Home/Hospital Arrangements 

(>c(*asionally it may not In* in1h(» student 's i)est interest to he in a group setting siu h as school. 
While this is rare, some childn^n assist (h1 hy medical te(iinology may have serious or unstable medi< al 
conditions. In such a ciLse, decisions regaiding school attiMidance sliould l>e made by a team consisting 
of the child s parents guardian, primary care i)hysician, pertinent medical speciahsts, school 
health coordinator and the educational coordinator. 

If it is rec(muTiend(Ml that the child not attend school, every effort should be nuuh* to continue the 
chihi s educ ational s(»rvi( (*s in an alternate setting (honu* or liospital) at the level the child can toler- 
ate. Contact with otlier children should be encouraged through visitation, telephone calls, etc. The 
c hild's status nuist l)e regularly reas.sess(Hl and school attendanc e reconsidered if t lie cluld\s medical 
condition permits. 



Universal Precautions and Infection Control 

In responso to the inc rcase in hepatitis B and human imnuinociefu iencT virus (IIIV) intVu tions, 
the Centers for I)isea,se Control have recommended ^universal blood and body-fluid prec autions;* 
These measures are intended to prevent transmission of these and other infect ions, as well as to 
decrease the risk of exposure for care-providers and students. As it is curri^ntly not possible to 
identify all infected individuals, these precautions must be used with every student, reganih^ss of 
their medical diagnosis. 

Universal precautions pertain to blood and body fluids containing blood, ( erebrospinal fluid, 
synovial fluid, vaginal secretions, semen, and pericardial fluid. These precautions do not apply to 
other body products such as saliva, sputum, feces, teai^, nasal secretions, vomitus and urine unless 
blood is visible in the material. However, these other fluids and body w^astes can be sources of ot her 
infections and should be handled as if they are infectious. 

The single most important step in preventing expos\ire to and transmission of any infection is 
anticipating potential contact with infectious materials in routine as well as emergency situations. 
Based on the type of possible contact, the care-giver should bo prepared to use the appropriate 
precautions and techniques prior to providing care. Diligent and proper hand washing, the use of 
barriers, appropriate disposal of waste products and needles, and proper decontamination of spills 
are essential techniques of infection control. Using common sense in the application of these 
mea^iures will enhance piotection of both the care-giver and the student. 

Hand Washing 

Proper hand washing is crucial to preventing the spread of infection. Textured jewelr>' on the 
hands or wrists (such as rings with stones) should be remo\ ed prior to washing and kept off until 
completion of the care pnx^edure and hands are rewashed. Use of running water, lathering with soap 
and using friction to clean all surfaces of n^maining .iewelr> and hands is key. Rinse well with running 
water and dry hands with paper towels. If soap and water are unavailable, wet towelettes or 
'*Handi-wipes'' may be used, 

• Hands should be washed before physical contact w it h student and after the contact is 
(*ompl(>t(ul. 

• Hands should be washed after contact with any uschI equipment. 

• If hands (or other skin) become soiled with blood or body fluids, they should be vvnsh(*(l 
immediately before touching anything else. 

• Hands should be washed w hether glov(\s are worn or not and after glovers are nMiioved. 
Barriers 

Harriers inrhuh* disposable gloves, protective eye wear, masks and gow ns. Th<» use of a barrii r is 
intended to reckice the risk of contact wit h blood and body fluids for the can^-giver as well as to 
control the spread of infectious agents from student to student . It is essential that ai>propriate 
barriers be used when contact with potentially infectious material is possible. 

(iloves should be worn w hen direct care of the student may involve contact with blood orl)ody 
fluids. For infection control, it is recommended that gloves he worn as well for conta( t with \m\\i\ 
feces and resi)irat()ry secn^tions, (lloves should be disposinl of after each use and not reustnl. 

• (iloves shouki be worn when changing a diai)er or catheti^rizing a student . 

• (lloves should be worn when changing dn^ssings or sanitary napkins. 

• (lloves shouki be worn when providing mouth, nose or tra(*lu*al ( an*. 

• (l!oV(»s should Ik* worn if tiie car(»-giver has broken skin on tlu* liands (ev(Mi around tlio nails). 

• (;iov(\s shouki be worn w Uon ckvaning up spills of l)k>o<i ((*.g., nosebl(*e(ls) (?r Ixxiy fhiids and 
wastes, and soil(»d suppli(\s. 
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(lowns or aprons may be worn to protect tho caro-givtT s clothing if spattering of body fluids is 
possible. The apron or gown should he laundcMXHl or dispos(Ml of after each vdw si^ssion and shoidd 
not be reused. In addition, protective eye wear and niiisks should he worn if splashing of body fluids 
is likely to occur (su(h as mouth sudioning or a coughing student). 

C'hux or ot her wateri)n)of barriers should be used to cover any w ork surfaces if drainage or 
splashing wit h blood or body fluids is possible. The barrier should be disposed of aft(M- each care 
session and should not be reused. 

In the event CPR is needed, a disp()sal)l(* nuisk w ith a one-way valve may be used. If this is 
unavailable, gauze or some other porous material can be placed ov<m* the mouth and niouth-lo mouth 
resuscitation given. 

Disposal of Waste 

All used or contaminated supi)lies (including gloves and other barriers)— except for syringes, 
needles and other shari) implements— should be pla(*ed \n a plastic bag which is then sealed. This bag 
should be placed in a second plastic bag which is also sealed. The doublc^-bagged waste can then be 
thrown in the garbage, out of the reach of children or animals. 

Needles, syringes and other shari> objects should b<* placed in a metal or other puncture-proof 
container immediately after use. To reduce the risk of an accidental needle stick or cut, needh^s 
should not be recapped, bent or removed from the syringe before disposal. Once it is full, the 
container should be sealed, double bagged and then disposed of in the garbage away fn^ni the reach 
of children. 

B<Klily wastes such as urine, vomit us or feces shoidd be disi)osed of in the toilet. 
Clean-up 

Spills of blood and body fluid:, t hat are coviTed under universal preCc.utions should be cleaned up 
immediately. The CT)C' method is as follows: 

• Wear gloves. 

• Mop up the spill with paper towels or otluTabsorl)ent mat<*rial. 

• I'sing a solution of one j>art household l)leach (sodium hypochlorite) in ten parts of water, wash 
tlu* area welL 

• Dispose* of gloves, soiled towels and other waste in a s(*aled double plastic bug in the garbage* as 
oot lined a))ov(\ 

lioutineenviro imental clean-up of facilities (such as the health rooni and bathrooms) do<\s not 
reiiuire any modification unless contaminat ion with blood or body Ouid*; covi're<l und(T universal 
f)recaut ions should occ-ur. If so, tlu* area should b(» dot ontaiuinatcnl using the j>roce<iin'e outlined 
above. lie^gular cleaning of non-contaminated surfaces such as toilet seats and table tops can be doiu* 
with the standard cleaning solution already us(h1 or the bleacii solution outlined above. lit^gular 
cleaning and removal of obvious soil is mor<*eff(*ctive than <*xtraonlinary attempts to disinfect or 
sterilize surfac es. 

Laundry 

Wh(Mi(*V(*r pf)ssibl(\ disposable bari'i(Ms shoidd ho used, if contamination with body fluids or 
blood is possible. If sheets, towi^Is or clothing do become soiled, th(\v should be handled as litth^ as 
possibl(\ Wash with hot vvat<^rand d(M(MgiMit for at h^ast J.') minut(^s. Cool wat(^r washing i.salM> 
acce[)table if an ai)proj)riat(^ det(M'g(Mit is usimI for the wat<»r t(Mn|)eratur(\ 

Accidental Exposure 

Accidental (*x;>osur(^ lo blood, body i)ro(lucts or body fluiv: plac(*s the (exposed indi\ Mluai at risk 
of infection. This risk varit^s depending on the type oflxxly fhiid(blood vs. r(*s|)iratory vs. feces), 
\\\)v of infiMtion (salmoncdla vs. IliV) and tin* integrity of the skin that is coiUaminattMl 
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• Always wash the c'ontaininate(l area inimediately with soap and water. 

• If a mucous membrane splash (eye or mouth) or contamination of l)rokon skin occurs. irrij»ate 
or wash t he area thoroughly. 

• If a cut or needle stick injury occurs, wash the area thoroughly with .soap and water. 

In those instances whert? broken skin, mucous membrane or needle stick exposures occur, the 
care-giver should document the incident. The student's parent or guardian should also be notified. 
The person who had the exposure should contact his or her physician for further care as outlined by 
the CDC recommendations. 

Pregnant Women 

Pregnant women are at no higher risk of infection th:\i other care-providers, ;ls long as appro- 
priate precautions are observed. However, due to the possibility of in utero transmission of viral 
infections such as cytomegalovirus (CMV) or HIV. as well as the potential for adverse outcoiTies with 
these congenitally acquired infections, pregnant women should be especially, careful to observ e 
universal precautions. 

Further information regarding universal precautions and infection control is available from the 
local Public Health Department and in references at the end of this section, 
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0!<-alth ('art' CoonhiKito! ) 



Health Care Plan Checklist 



student Information: 



(Kaino) 



Mot her ( ) 



(Homr) 
FVither( ) 



(lh>ni(* 



(School) 



(Bir(h<latr 



( ) 



( ) 



(Addrrss) 



(Work) 



(Work) 



((iradr) 



Preparation for Entry: 

□ Home Visit 

Medical History 
C Planning Meet ings 
D Staff Training Meetings 
D Educational Team Me^-ting 



(Date) 



(I)ato) 



(I)at<>) 



(Date 



(I)ato) 



(l)at«0 



(Datr) 



(Datr) 



(Date 



Health Care Plan: 



Doctor s Order 



Child-Specific 
Procedural Guidehnes 



F]merg(*ncy Plan 



Health Care Plan 
Included in Child s lierord: 



(Date 



(I)ato 



Child -Specific Care-giver 
Training (Skills Checklist) 



Next Training lieview 



Health Care Plan Included 
in lEP: 



(Dato) 
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Name Date 



Important Personnel 

Primary I lealth Care Prov iders TlMephone Number 



School Cont act s 



Training 

Direct Care f iivers Child Specific General 



Subst it lit e Care-( iivers 



Back-up Staff 



Chil<l-Sp(*cific Training Done By 



( ien(*ral Staff lYaining Done* liy 
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Name , __ _ . _ _ Date 

Background Information 

Bru»f M(Mli('al History: 



Spo( iiil Health t aro NcmhIs of the Child: 



Bas(*Iino Status: 



Medic/ation: 



Dirt; 



Transportatioji NcM^ds: 



PROJECT SCIU K)L CARE -(i! IDKLINKS F< )I{ ( \ARK 



Name _ _. . _ Dale* 




Fiv(|U(mut: _ _ _. rimes: 

I*c)siti()n of stiulont during pnucHlurc: ^ „. „ . _._ _ _ 

Ability of Iho St U(h»nf to assist luMform pnx iuhuv: .......^ . _ 



Sufigosti'd setting for pnu odure: „ 

E(iui|)mont : 

Daily: Knu»rgiMuy: 



CluH kcd by: _^ 

Storagiv _ 

Maintenances . 
H*)mc Can* in: 



Chec ked l>y 
Storage: _ 




Maint(»nanc(\ 
Phone: _ 



rhil(l-S|)(*cific t(»chni(iiK*s and luMpfuI hints: 



Sp(»(*ial cons, derations ai^l pnH 'uuions: 




er|c ^» 
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Name „ _ 

Possible Problems 



Date 




< )l>sfrvati()n 


■ r- '■■ — ' — 

lu^ason j Adion 




i 


1 
j 

1 




L __ .._ 




! 




i 




1 




— j 




i 
j 
i 






— 












, . ^ _ 














1 j 
I ! 
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Health Care Plan: 



Whtt(*ii and Submit tiul lU : 



I N.iini' 



litn u^WiMi and Sigiu*(l By 



I^u i^iii (luanlian 



1 ) 



Adniinist rat or: 



Physician: 



N(*xt R<*vi('\v and li^n ision of Ih^alth Can* Plan: 



I)at(- 



Ih^alth i 'Aiv Plan should hv r(»\ isod according* lo chihl s sptH ific iuhmIs. 
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Emergency Information 




Name 



Address: 



Mother: 
Father: . 



Other contact: 



Work: 
Work: 



nirt)i(lat(> 



TeloDhoiK* 



IIoiiu^ 
_ Home 
FMione: 



Emergency Numbers: 

EMT: 

Fire: 



Police 



Home Care Co. 
Aml)iilatu'e: 

GasC(),:_ 

Electric: 




Preferred Hospital: 



Local Hospital Emergency Room; 



I*rimary 
I'hysician: 

Dentisi : 



Specialists: 



Tt^lephone 
Telephone 
Telephone 
Tel(*plu>n(* 
Telephone^ 
Telephone 



T(»k*phont» 



TeU^plioiK^ 



Tel(»plu)n(^ 

T(*l<M>lH>ne 
Tt*l(»j>hone 

T<*l<^plu)n(^ 
Telejjhonc^ 
T(^l(*plion(^ 
Tclrplujiu' 
'lel(*plir)n(» 
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Emergency Plan Nanit»: .. 

Date: . . 

Child-Specific Emergencies: 

If You See This j Do This 

j 

i 

„ . . ^, .....^ ^ . ..^ .,- -* 

1 





i 

i 

If an (*rn(*r^^(Mu•y occurs: 

1. Slay with cliiltl. 

2. Call or (Icsi^^iiatc soitkuhk* to call the nnrs<\ 

State wlio you an^ 
Slate wiiere yoii are; 
State }>rol)IfMu: 

3. The school nurse will assess the child and diM ide \vheth(*nh<M^nu^i>ieu( y plai\ should he 
UTiplenuMited. 

4. 11 the school nurse is unavailal>le, the following staff inenihers an* trained to deal vvitli an 
emergency, and to initiate th(^ <*m(M*g(^ncy plan: 
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Name: __ _ 

Emergency Telephone Procedure: 

1. Dialftll and or (iosignattnl ainl)ulaiu (» company, 

2. Slato who you aro— "I am ^ a iiursi* tcnu lK^r 

para-professional in \hv „ sc^hool." 

:i. St ate when* yov; a^o: 

School name: 

Address: 

(^ity: 

4 . State what is wronj? with child . 

5. Give specific directions: (e.g. , which school entrance should V)e used, hx^ation of child j. 

(). Don't hang up. Ask for the informat ion to be relocated and provide any ot her necessary 
information. Hang up when all information has been received and is correct. 

7. Notify: 

a. School principal or school official in (*harg(M)f the building at tiiat time 

„,„^ 

h. School back-up ptTsonnel _ , _ . _ . ^ _ . 



State: 

KniergiMK> plan for _ . _ is in t*flect , 

Tbestud<»nt islocate*! _ _ _ _ _ , ... 



H. The school official will: 

a. Meet the EMTs. 

b. Direct KMTs to th(* emerg(Miry area. 

c. Call parcMits and otluM- n(U'(»ssary individuals (including pfusician). 
An adult slmuld b(* d(»signat(ui to accompany tlu* child in ihe ambulance^ 
Hospital tliat tlKM'bild should l)(Mransport(*d to _ ... „. 



f 1 
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Daily Log 



Name „. School 

Procedures 

Parent ^_ Phone __ 




Date/Time 



Procedure Notes 



Observations 



Name 
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Physician's Order 
for Specialized Health Care Procedure 



student sNamt- „ liirthdati*; 

Address; 

I^roceciure: 



□ I have reviovved the Health ('are J^Ian and appiovr of it as vvrittiML 

O 1 liave reviewed the Ihnxlth ( arc Plan and approve o!* it vvitli \hv altac h<Ml ainondincMits. 

n I do not apiuoveofthi* Health ('art* Plan. A substitutt* plan is attached. 



Other rcc'omniemiations: 



Duration of tlu* Procedure: _. _ 



Physic iaiTsSijinatiuc*: _ ._ __ _ Date: 

Aiichx^ss: ^_ _ _ 

- _ fMloJK* 



Adapted with permission from Pupil Personnel Services. Recommorxied Practices and Procedures Manual. Illinois State Board of Education i983 
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Parent Authorization for Specialized Health Care 



We (I), the undorsigiUMl, who are the parents guardians of 

(Niimo) (Hirth<l;it<') 

request that the following health care sen ice(s) 

he administered to our child. We understand thai a (jualified designated person(s) will he performing 
the ahove-rnent ioned health care service. It is our understanding that in performing this service, the 
designated pers()n(s) will he using a standardized procedure which hasheen approved hy our [)hysician, 

(NanuO (A<i(ln*ss) (Phnno) 

We will notify the school immediately if the health status of 

changes, we change physicians, or there is a change or cancellation of the procedure. 

We understand that the ahove procedure should l)e scheduled hefon^ or after s( hool hours whenever 
possihle. 

Signature of psirents guardians _^_„ ^ ^ ^ . 



Addr(*ss: „ . 

inione: (Home) (Work) 



Date: 



Adapted with permission from: Pupn F^rsonnol Services. Recommended Practices and Proc&difres Manual, /((inois State Department of Education, 1983 



Tube Feeding 




Gastrointestinal System 



Structure and Function 

The jiastrointestinal systcMu lireaksdown food into basic nutrionts that can t'o«M\ \ hv cvWs 
of the body. Functionally, tbo gastrointestinal tract is divided into two parts— ui)per and 
lower. 

The upper gastrointestinal tract is where digest ion and absori)tion of most of the nut rients 
occurs. The mouth, throat, esophagus, stomach and small intestine are components of this |)ail 
of the digestive tract. 

The mouth is where processing of food starts, (^hewing is import ant because digestion is 
more effective with smaller particles. The food is swallowed and i)asses through the throat , then 
through the esophagus. 

The esophagus is a straight tube about ten inches in length. It (Uvsconds from the base of the 
throat behind the trachea to the stomach. 

The stomach is a curved pouch-like organ that is located under the diaphragm in the upper 
left portion of the abdomen. The stomach partially digests food and regulates pa^ssage of food to 
the rest of the gtistn)intestinal tract 

The small intestine is approximately 12 feet long. The duodenum, jejunum and ileum are 
parts of the small intestine. Food passes from the stomach through the small int(»stin(\ where 
most digestion and absorption of nutrients 
takes place. 

The lower gastrointestinal tract consists 
of the large intestine* This is where water 
is reabsorbed and undigested food is con- 
solidated into fecal waste. 

The large intestine extends from the 
end of the small intestine to the rectum. 
The anus is the opening to the outside of 
the body. 

Function 

I)igi*stion takes place in two ways: 

• M(*chanical: chewing and stomac h 

contractions bn*ak 
dow^n food. 

• ( hc^mical: food is broken down 

by digestive^ acids and 
(Mizymes, 

Th(Mlig(*sted food isabsoHx^d through 
the lining of the intestiiu* and th(*n ent(M's 
the bloodstream when* it is carriiMl to 
the cc*lls. 




Gastrostomy Tube 




Purpose 



A gastrostomy is a surgical opening into the stoniJich through the surface of the ab<lunien. 

The gastrostomy tube is a flexible rubber catheter held in place by a balloon or a widened flat 
*'mushn)om*' at the tip of the tube inside the stomach. The tube remains in place at all times and is 
clamped between feedings to prevent leakage of stomach contents. G-tub(»s cause* no <lis(*omlort . 

The gastrostomy tube may be used to administer food and fluids diret tly into the stomach. Tins 
method is used to bypass the usual route of feeding by mouth when; 

• There is an obstruction of the esophagus (food pipe), 

• Swallowing is impaired and the child is at risk for choking aspiration. 

• The child has difficulty taking enough food by mouth to maintain ad(»quate nutrition. 

A child may receive a gastros- 
tomy tube feeding by either bolus, 
continuous or slow -drip method. 
A bolus is a specific amount of 
feeding given at one time (over 
20-30 minutes), A slow drip is a 
feeding that is given slowly over 
a number of hours, running 
continuously. 

The gastrostomy tube may 
also be used to drain abdominal 
contents or to release air or gas 
in conditions when* venting is 
required. 



Suggested Settings 

There are no restrictions where the child may be fed. He or she may be fed with other childn^n 
or if the child prefers, in the health room. Some children receive feedings ev(*ry 2-'} hours. Th(*s(» 
children may have their leeding administered in the < lassroom. They will need to nmiain stationary 
and shouki be able to continue sedentary sc hool activities, e,g., reading art, singing ( <miputi*r s(k ial 
studies. 

Some chiklren will not n^juire feedings during the school hours. Their (i-tulu^s are used to 
supplement oral intake of food and Huids or are used when the child is ill or when oral intak(* is not 
adecjuate. 

For children whose gastrostomy tube requires venting or drainage, the pro( edures shouki b(» done* 
in the health room or another i)rivat(* arc*a. Th(\se proccHlures may be done after each fecnling or 
according to physician's onh^rs. 

(iastn)stomy tubes are usually covered by clothing. ChiklnMi with (i tuhes shouki be abk* t(i 
participate in all s<*ho()l activities, but participation in phy.sical (»ducat U)n shouki Ix* (U^terniinod on an 
individual basis. 




Abdominal Wall 
Gastrostomy Tube 
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Suggested Personnel and Training 

A gastrostomy feeding may be administered by the school nurse, parent , teacher stud(»nt aid(», or 
other staff person with proven compel ency-l)ased training in appropriate techniques and probieni 
management. The student should be encouraged to assist with the gastrostomy tube feeding as much 
as possible. 

School personnel with regular contact with a student who has a gastrostomy tube should receive 
general training, covering the child s specific liealth care needs and potential problems, as well as how 
to obtain assistance should problems occur. 

The basic skills checklist included at the end of this manual < an be used as a foundation for 
competency-based trainiiigin appropriate techniques. It outlines specific procedures step-by -stei). 
Once the procedures have been mastered, the completed checklist serves as documentation of 
training. 

The Health Care Plan: Issues for Special Consideration 

Each student s Health Care Plan must be tailored to the individual^ needs. The following sect ion 
covers the procedure for gastrostomy tube care and possible probleras and emergencies that may 
arise. It is essential to review it before writing the Health Care i^lan. 

A sample Health Care Plan is included in the I useful Documents section of this manual. It may be 
copied and used to develop a plan for each student. For a child with a gastrostomy tube, the following 
items should receive particular attention: 

• The type of feeding the child is receiving (bolus/continuous drip). 

• Activity level after feeding. 

• Positioning during and after feeding. 

• The need for determination of gastric residuals. 

• The need for venting of the gastrostomy t ube. 

• Patency of gastrostomy tract and time-frame for re insertion should thegcistrostomy tube 
fall out. 

• IVpical problems with feeding, such ;ls vomiting or abdominal distention. 

• Amount of oral int ake. 
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Procedure for Gastrostomy Feeding-^Bolus Method 



Procedure 

1. Wash hands. 

2. Assemble equipment : 



Points to Remember 




Liquid 
Feeding 
Solution 



Syringe Plug or Clamp Water 



• Liquid ft»eding solution formula at room 
temperature 

• (K) ml or cc catheter-tipped syringe or (Mher 
container for feeding 

• Clamp or cap for end of tube (optional) 

• Water (if prescribed) 

• Rubber bands and safety pins 

iJ. Explain the procedure to the child at his b(»r 
level of understanding. En( ouragt^ th(^ stu- 
dent to partic^ipate ;is much as possible. 

4. I'osit ion child. 



5. Ii(»move ( ap or plug from (i-tuhe and insert a 
cath<»ter-tipp(Hl syringe into the t^nd of feed- 
ing tube. 

(), l.'nclampthe tubing and gently draw back on 
the plunger to remove any litpiid or medica 
tion that may lu^ left in the stoniacli (n^siduals). 



7. (1ampth<» gastn>stonu tidMUg. discontu^ t 
the syring(* and remove plunger from 
syring(^ 

8. Iieins(Tt catlu^tertip of syring(Mntotul)ing. 



9. I nclamp tube, allow l)id)bl(»s toivscapc* 



Rubber Bands 
and 

Safety Pins 



tioN is fun f 'ohl. 



I'srd fo flush tidniuf ({jh'r f^'f'dhf;/, 
V} srrt4 rcCr-tuhf' to ( totU hifj. 

Hi/ rHcouragiHfj thr chihl to assist in tin' pro- 
rvihav, thr nui'-iiin^r is hrlpiuff the ( hihl to 
(whion' HiiLrionoH sclf-iarr skills, 

Ch Shi nfot/ Ix'sUtinfi ^Hf^^fl /vV//// si<h' frith 
hi fid fh^rati'd at a th irtf/ defpvr au(fh\ Whrn 
j»ositioHi)fff child, nnikc surv f lohtp is not 
prrssiNfj on skin. Tuhinf) mo// be pi fined to 
shirt, Renn'nd}ert(f unpin (i-tid>e bejhrr pro 
( f V (linf/ trith ji y v/ / nfj. 

(t-tahr is still ( loniped. Do not opplj) undur 
irocfion or pull on i)ostn)st<nnjf tnhinff. 

Sfnfowh ildren nouf not nerd tofnire rrsidnols 
chrckrd, Si>te the annnud that teas n ithdnoen 
from the feed in fj ttdxftnd ntinn the contents 
totlfvstonnieh (ifonhred)' Adjust thejeedinij 
rohone areordinf/ to (h)etors orders if a resid 
nai is present. If the resiilual i^ f/rr(fter than 
rrromofended, hold feed in<f wait th irtif to 
fort if fire m inutesaad recheck. 



Sffr i ufff ' sh (01 hi fx It eld s i. r iaein n a hftrr h i v I of 
shnnarh, or at jocserihed heiffht. 
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10. I\)ur feoriing fluid into syringo iind allow \o 
flow in by gi'aviiy. 




Ij nu'dicalioHs arc prcsi rihf'd, attnuNisf^'r first, 
then pmnrd with Uvdiinf. If a coNlaincr other 
than a si/rimfr is nsedfor thejivdimi, anrhtnfp 
tuhivfiand nlhnr tojlmr in hffifrdritff^ fnihnr^ 
ing thesanw />/Y>fV(/*/n\ 



* ♦ ^BE ALERT TO ANY UNVSUAL 
CHANGES IN THE CHILD'S TOLERANCE 
OF THE FEEDING. NAUSEA/VOMITING, 
CRAMPING OR DIARRHEA MAY INDICATE 
THAT THE FEEDING IS BEING GIVEN TOO 
QUICKLY OR FORMULA IS TOO COLD ♦ * * 



11. t'onliniio to pour fooding into syringe as 
(ontonts empty into stomac h. 



12. Itaise or lower syringe or container to adjust 
flow^ to prescribed rate. 

llJ. When feeding is completed, pour pre 
scribed amount of water into syringe and 
flush tubing. 

14. V(*nt (J tuln^ if ord(*red. (( )pen (i-tuhe to air) 



15. damj) tubing; nMtiov(» barrel of syringe* and 
HMUsert c ap into end f>f tubing. 



Depend} ng (pn the age and eapafyilities of the 
ehifd, havehiw heraKsist n ith the feedimj fnj 
hfflding sffringe or pouring paid intr> it. Keep 
sjpi nqe imrtiadfj filled to prevent air from 
entering stontaeli. 



77/ As will dear tahing of feeding and 
nu'dieatitnt. 



Venting alhnrs drainage of fin id or relvase of 
gas l)nht)les in th4\st(fniaeh, Simw i hildren mof/ 
hare f>rol)h*nis n^ith (fasothern ise. 




Rubber Band 



Clamp 



Plug 



b). Mak(* sun^ubing is sccun* and tu( ki^d 
inside clothing. 

17, Ref( r to chiki-specific guidelin< s regarding 
activity after fei'ding. 

IS. Apply dressing if ntu^dcuK using univt^rsal 
pre* (Utioiis. {S<H* page 17.) 

UK Wash syringe* and otlu^r reusable (MiuipnKMil 
in soapy waltM: Store in a cl(»an avva. 

21). Wash hands. 

21. DocunuMU le(»ding nuMlication, nvsidual 
amount and fe(Hling toi(M'anc(M)n logshecM 



Tnhi ng nan/ br pinn* <t to shirt. 



Iiej)fnl to parent anffrlningr /// fhrrhifJs asaat 
pattern. 
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Procedure for Gastrostomy Feeding — Slow Drip Method 
or Continuous Feeding by Pump 



Procedure 

1. W'iish hands. 

2. Assemhlo eciuipment: 



Points to Remember 




Feeding Syringe with 
Solution Pump 



IV Stand Clamp 
or 

Plug 



• Liquid lYnHiing solution formula at room 
temperature 

• (iO ml or ^ c catheter-tipped syringt* 

• Feeding pump (optional) 

• IV sta ot ional) 

• Clamp <>i cap for end of tube(oi)ti()nal) 

• Water (if prescribed) 

• Feeding bag 

• Rubber bands and saf(»ty pins 

3. Explain the procedun* to th(* chihl at his h<*r 
level of understanding, Encourage tin* st u 
dent to partici|)ate as much as possible. 

4. Position child. 



5. Ii(»move ( apor plug from (i tuln* an<i insert a 
catheter tip syringe into the end of fettling 
tube. 

<). Undamp the tubing and gently draw back 
on the plunger to remove any liquid or 
medication that may be left in th(* stomach 
(residuals). 



7. Clamp the gastrostomy tubing, Disconntni 
the syringe. 

8. Pour feeding fluids into feeding bag, run 
feeding through bag and tul)ing to the tip. 
Clam|). 



Rubber Bands 
and 

Safety Pins 



SoHte (if UdrrH NUtfjfjd rmtaps iffcidiini 
soluliffti is loo ( olii. 



I srd (() flush tiihinfi aftrr fi rdi ng. 



Vp secure (i-iiihe /o clothing, 

lit/ cur(nir(U)iu() the child t(f assist in the 
cediir<\ tlic care if i rev is hclpiuff the ch ild tn 
aeliicvc )n<u'i}uuru self -c(trc skills. 

Child ?naf/ f>e sitti uffor lying an riffht si(h' Willi 
head elevated at a th irty (hyree a nglc. When 
posit ioiii ug ch il(i make sure clamp is uot 
im ssi PHf on sk/n. Rnnrmlx'r to unpin tube 
h(;fore hiyi uningfcedifui. 

(i-tnhc isst ill clamped. Do unl (ippt if nudnc 
traction or pati tm (jastrastomij tnhinff. 



Note the arunuut that wits u'ithdraw}i from the 
feedim) tube and rctnru thf'content^sto the 
stofnach (if ordered). Adjust Ihefeeding volunw 
aceording to doctor's oy-ders if a residual is 
juvseut. If the residual isf/reater than recom- 
mended, hold feeding, wait thirtg to fortij-fire 
minutes and re check. Sfuuechildrof mag uof 
n^'cd to ha re rf*sidu(ds checked. 



Ifuu'dicatioH is j)rescrih(>d, administer bejore 
feediuff. 
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Hang baj? on \)olo at hoight required to 
ac hitn o presrribcMi flow. If a ftn*din>? puiu}) 
is us(mJ. |)huv tubing into pump morhanisnt 
and sot for proper flow rate. 

10. Insert tip of feeding bag tube into gastros- 
tomy tube; tape seeurely. Tnelamp G-tube. 

1 1 . Open chumi) of feeding bag tubing and ad 
just until drips flow at prescribed rate. 

12. For continuous feeding w it li pump, add 
more fluid to bag when empty. 

When single feeding is completed (bag 
empty), clamp feeding bag tubing and 
damp G-t ube. 

* * ^BE ALERT TO ANY UNUSUAL 
CHANGES IN THE CHILD 'S TOLER- 
ANCE OF THE FEEDING. NAUSEA/ 
VOMITING, CRAMPING. OR DIARRHEA 
MAY INDICATE THAT THE FEEDING 
IS TFING GIVEN TOO QUICKLY OR 
f ^ ^tULAISTOOCOLD.^^'' 



14. Disconnect feeding bag from G t ube. 

15. Tnclamp (i-tube and flush \ v ith water if 
ordered, using a syringe. 

Hi. Vent (Mube if indicated. (( )pt*n G-tube 
to air) 

17. Glamp and caj) G-tube. 



IH. Apply dressing* if needed, using universal 
precautions. (Si»e page 17.) 

H). Make sure tubing is s(*cure and tucked 
inside clothing. Tubing may be pinntul 
to shirt. 



20. Wash feeding bag. tubing, and syring<' in 
soapy wat(T and ston^ in a clean area. 

21. Wa.sh hands. 

22, I&*fer tochikl specifk guid(*lln<\s n^garding 
activity after feefUng. 

23, Document fe(*dingand or medic ation, r(*sid 
ual volumes and fecMling tohTancc in log. 



School acfiritfcs nia}/ nmtinuc (iuriufjjfvdimf 
OS UiUq as tUr eh i 1(1 is scdcfftari/. 



Do not oppJif (Utdur tvdrtiou on ijastrostinn if 

If frrdimf punup is used, opru chimprompfetvUi 
Chc<'k flou' peri(}(1iraU)/and (jfijust ifnfvdcd. 




n is rh*nrs thr tubim) ofiWfffpedimjjlHid, 



Sowr rhildrrii ma if haiy gas othenvise. 




Rubber Band 



Clamp 



Plug 



Hrii}r)n}u'r to imf)iii luhc h(;fon' remorinff shirt. 

nicJrrdiiNf mni/l)i' discoin/fvtrd while ttir 
child is hciiff) transported to andfram the 
school profpinii. 



Rrport to iMfreut at*// chdiUfe in the child s usnal 
pattcoi. 
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Possible Problems That Require Immediate Attention 




Observations 

Color dianges breatliing diffirult y 



Reason/Action 

IJiis mail be dui' to aspiration nf jerding into 
In nffs. 

Stop feed inf J innnediately. Call nnrse if riot 
present. Assess sitnatioN. If problem eontinnes, 
instilnti ewerfjeney plan and not if i/ jmrenis. 



Possible Problems That Are Not Emergencies 



Observations 

Nausea and or cramping 




Vomiting 



Blocktnl gastrostomy tul)ing 



Hl(MMling drainage 
(i-lul)e falls out 



Recison/Action 

Cheek rate ()f feeding; mafj need to dverease 
rate. 

Cheek tempera tn re; may be too eold-stop feed- 
ing; let feeding get to room temperature, then 
administer If problem eontinues, notifysehool 
nu rse, parent a nd doetor 

Ifgon hare eheeked all of the above, stop feed- 
ing, eall school nurse, parent and doetor. 
Rfm^ove residual if ordered, 

Mag tw due to inadequate flushing or very thick 
,fluid. Squeeze or roll gastrostomy tubing with 
fingers waving slowly drrwn toward child's 
stontaeh. Try a catheter-tipped syringe filled 
with warm neater, held high tofacilitate move- 
men t of flu id. Try to dra w l>aek plu nger of 
syringe. If blockage nmjoins, contact parents. 

Make sure tubing is 7U)t being pulled o/y. Check 
gastrostomy tube site fpr leakage. 

In some children whose tract may (lo,^e quickly 
the (i-tube may need to be reinserted within 1-^ 
hours, 

C ver the site with dry dressing (w large band 
aid, Notify parents. 
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General Information Sheet 

Children with Gastrostomy Tubes 

I)<*ai (TciU hn; lunch ai(i(\ busdriwi; etc.): 



(StU(io!U)hasa (oiulit ion that ro(iuir<»sa 

gastrostomy tube. This is a sinipU^ and safe way of giving food medicines and fkiids directly into the 
stomach, htnause th(» child is unable to tak(^ these ])y mouth. 

The gastrostomy is a surgical opening into the stomach. A flexible rubber tube (the gastrostomy 
tub(\) is put into the surgical opening. It is held in place from the inside of the stomach, as well as on 
th(M)Utside, at all times, The tube is clamped or capj>ed between feedings to prevent leakage. These 
tube.s do not normally cause the child discomfort and are covered by clothing. 

The child may receive^ feedings or medication through the gastrostomy tube as needed during the 
school day in the classroom, the lunchroom or the health office. Unless he or she has a condition that 
otherwise would interfere with participation in physical education or other activities, there is no 
reason why he or she cannot i)articipate fully. Special consideration may be needed, however, for 
field trips or othc^r activities when the child may not be able to receive a regularly scheduled feeding. 

If the c hild has any problems with his her ga.strostomy tube, contact : 



Th(»se staff nu*mbers hav(^ been trained to deal with any problems that may arise with this child. 

For more information about gastrostomy tubes, or the st udent s nt*eds, consult the school nurse 
or |)ar(*n: . 
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Gastrostomy Feeding Button 




Purpose 



Tho gastrostomy is a surgical opening into th(^ stomach through the surfateof the alxlonuM^. The 
gastrostomy feeding button is a 'T" shaped plastic^ device held in place by a nuishrooni-sliaped dome 
inside the stomach. Tlie button remains in place at all times and is capi)iHl l)y an attacheti safety i)lug 
between feedings. In addition, the dome has an anti-reflux valve to further prevent leakage of 
stomach contents. A feeding is administered by inserting a small tube through the button into the 
stomach. When the feeding is completed the tube is removed and the safety plug closed. 

Tlie gastrostomy may be used to administer food and fluids directly into the stomach. This 
method is used to bypass the usual route of feeding by mouth when: 

• There is an obstruction of the esophagus (food pipe). 

• Swallowing is impaired and the child is at risk for choking aspiration. 

• The child has difficulty taking enough food by mouth to maintain adequate nutrition. 

A child may receive a gastrostomy button feeding by either bolus, continuous or slow-drip 
method. A bolus is a specific amount of feeding given at one time (over 20-30 minutes). A slow drip is 
a feeding that is given slowly over a number of hours, running continuously. 

The gastrostomy button may also be used to drain abdominal contents or to release air or gas in 
conditions where venting is required. This is done by inserting a special adaptor or tube to open the 
anti- reflux valve. 

Suggested Settings 

There are no restrictions where the child 
may be fed. He or she may be fed with other 
children or, if the child prefers, in the health 
room. Some children receive feedings every 2-'^i 
hours. These children may have their feeding 
administered in the classroom. They will need 
to remain stationary and should be able to con- 
tinue s€*dentary .school activities, e.g., reading, 
art, singing, computer, social studies. 

Some children will not require feedings 
during the school hours. Their buttons are used 
to supplement oral intake of food and fluids or 
are used when the child is ill or when oral in- 
take is not adequate. 

For children whose gastrostomy button 
requires venting or drainage, the procedures 
should be done in the health room or another 
private area. These procedures may be done 
after each feeding or ac( ording to physician's 
orders. 

Gastrostomy buttons are usually covered by 
clothing. Children with these devices should be 
able to participate in all school activities, but 
participation in physical education should be 
determined on an individual basis. 
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Suggested Personnel and Training 

A gastrostomy feeding may hv administc^red by tlie scliool niirs<\ par(*nt , teac luM; stud(MU ai(l<\ or 
other staff person with proven competency -bitsed training in appropriate t(H*hni(iues and i)robIem 
management . Any school personnel who have regular (*ontact with a st udent who lias a gastrostomy 
feeding button must receive general training, covering the (*hild'ss{)ecifi(^ health care needs, as well 
iis how to obtain assistance if problems should occur 

The basic skills checklist included at the end of this manual can be used as a foundation for 
competency-based training in appropriate tt*chni(jiies. li outlines spec ific* procedures step-by-step. 
Once the procedures have been mastered, the compl(*t(*d che( klist serv(\sas docum(*ntation of 
training. 

The Health Care Plan: Issues for Special Consideration 

Each student s Health Care Plan must be tailored to the individuals needs. Th(^ ff)llo\ving section 
covers the pro( eriun* for gastrostomy button care and possible pn)blems and emergencies that may 
arise. It is essential to review it before writing the c hild-specific* procedural guidelines and the Health 
Care Plan. 

A sample Health Care Plan is included in the Useful Doc uments section c)f this manual. It may 
be copied and useci to d<*velop a plan for each studiMit . For a child with a gastrostomy button, the 
following items should receive particular attention: 

• Typt^ of feeding child is receiving(bolus continuous slow-drip). 

• Activity level after feeding. 

• Positioning during and after feeding. 

• The need to determine gastric* residuals. 

• The need to vent the gastrostomy button. 

• PiUency of the gastrostomy tract and the time-franu* for re inserticmof the button should it 
fallout. 

• Tyjiical problems with feeding, such as vomiting or abdominal distention. 

• Amount of oral intake. 



Gastrostomy Button Feeding Procedure— Bolus Method 




Procedure 

1. Wash hands. 

2. Assemble equipment : 



Liquid 
Feeding 
Solution 



Points to Remember 




Syringe Feeding 
Bag 




Tubing, 
Adaptor 
and Clamp 



Water 




• Liquid feeding solution formula at room 
temperature 

• 60 ml or cc catheter-tipped syringe or other 
container for feeding (e.g., bottle, bag) 

• Adaptor with tubing and clamp 

• Water (if prescribed) 

3. Explain the procedure to the child at his her 
level of understanding. Encourage the child 
to participate as much as possible. 

4. Posit i(m child. 



5. Remove plunger from syringe and attach t he 
adaptor to feeding syringe. 

f>. Open saf(*ty plug from button and insert 
tubing into button. 



Some childnnt get cm////>.s- (f(h(\fee(iiH(jS()lih 
fion is foocofd. 



Tiff adaptor ui'll rary irith the size of the 
hvttofL 

Used to flush tid^i if(j ajh^r feed i }nj. 

By ene(nn aginy the ch ild to assi.st in the prove- 
dare, the care-giver is helping the child to 
achieve maximum self-care ski I is. 

Child may Ih' sitting or lying on right side n ifh 
head elevated at a th irty degree angle. 



Adaptor 
Tubing 

Stomach 





7. ( 'lamp or pinch off tubing. 



8. Pour feeding into syringi*, 

9. Elevate syringe^ and unclamp i ubii\g. 



If tnedicatio)isare prescrilx^d, administer J)' est, 
then proceed n'ith feeding. If another type (f 
eont(tin4*r is /tsed for feed i ng sol nt ion, nnelit}np 
tubing and allou' tojltnc in l^y gravity. 



Syri age should he held si.v inches above levvl if 
stonau'h, tnutt prescribed hrif/ht. 
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10, Contiiiui* to pour tVuMling inio syriiij^(* as 
i'i m\ vnis enipt y ii it o st ( )uvdi *h . 



11. Itiiso or lowor syringe or contaiiior to adjust 
flow to tho pi'cscrilHHl nxtv. 



rfn ld, hare li nn her assist N'ith th(\frr(li Hi/ h// 
hf^/ri/Hfj sffritH/f' (fr jHiffriHf/Jhn'd into if, Kf 'rp 
sfirinifr fHtrtiiiUiifiUrd ta j)n>V('nt (u'r/ronf 
cHtcriNff sfnnHtdL 






* * *BE ALERT TO ANY UNUSUAL 
CHANGES L\ THE CHILD'S TOLERANCE 
OF THE FEEDING. NAUSEA/VOMITING, 
CRAMPING OR DIARRHEA MAY INDICATE 
THAT THE FEEDING IS BEING GIVEN TOO 
QUICKLY OR FORMULA IS TOO COLD * * * 



12. Flush button with water, if ordered. 

13. When feeding is ef)mplete. remove t hi^ 
adaptor with fec^ding syringe. 

14. Close .salety plug. 



77/ /.v irifl ( frar biUtou of fiVilifnj <iu(i 
medication, 

Ht/s// ( (fthetrr-tipfH'd sifrinfjf\ and tnhinfj with 
warn) iraterand m ihl soap and n/o/v^ in clca n 
area. 



15. a.sh hands. 

1(). R(^fer to child-specific guidelin(\s regarding 
activity after feeding. 




Safety Plug 
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Procedure for Gastrostomy Button Feeding — Slow Drip or 

Continuous Feeding By Pump 



Procedure 

1. Wash hands. 

2. Assomble iuiuipmont : 



Points to Remember 




Liquid 

Feeding 

Solution 



Tubing, 
Adaptor 
and Clamp 



Water 




• Liquid tVt^liiig soUition formula at room 
tomperature 

• 60 ml orcc cathot(T-tippod syringe 

• Feeding pump (optional) 

• IV stand (opticmal) 

• Adaptor with tubing and clami) 

• Water (if pn^scribed) 

• Feeding l)ag 

.J. Exphiin the procedun* to the child at his her 
level of understanding. Encourage th(* child 
to participate as much as possible. 

4. Position child. 

5. Attach the adaptor to leeding bag tubing. 

b. Pour fei^ding fluids into feeding bag, run 
feeding through bag and tubing to th(^ tip. 
Clamp. 

7. Hang bag on pole at heiglit HMjuinMl to 
achi(»V(^ prt»scribed flow. II a f(»(Hling pump is 
used, place tubing into pump nu^cbanism 
and s(*t for prop(M* flow rate. 

8. Opvn safety plug and inser t tubing into 
button. 



f}ON is too cold. 



Thi' adaptor will vary with the sizr (ffthr 
button. 

l s( (l to flush tuf)in(/ oftcr [('('diufj. 



liji cNcoifrafji tiff the child /o (tssist /// the f>ro(*r- 
(lurr, tlH' care (fiver i.shclpifffj tlH'ch ild to 
acff icrc nHLciu/ urn sclf-carc skills. 

(li ild nut If be sitlit/r; or Ifjifffj on riijUt side with 
head elrral(*d at a tUirtf) deijrcf^ (nufle. 



If inedicatiim is /n'escrit)ed, (tdn/iffisler hrfbre 
Jci^dini). 



Sclfool o( tivHies natji ctndin ne dari Hfi feedi nff 
as l<nnj as thech ild issi'dcidorij. 



Adaptor 



Stomach 
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9. Open damp of fooding bag t ubing and 
adjust until drips flow at prescribed rate 



CUivkJloir prriodicalli/ and adjust ij uevded. 




* * ^BE ALERT TO ANY UNUSUAL 
CHANGES IN THE CHILD'S TOLERANCE 
OF THE FEEDING. NAUSEA/VOMITING, 
CRAMPING, OR DIARRHEA MAT INDICATE 
THAT THE FEEDING IS BEING GIVEN TOO 
QUICKLY OR FORMULA IS TOO COLD * " * 



10. For continuous feeding with pump, add 
more fluid to bag when empty. 

1 1 . When single feeding is completed (bag 
empty), clamp feeding bag tubing. 

12. Flush button with water if ordered. 

13. lit^move adaptor and tubing from button. 

14. Wash hands. 

15. Close safety plug. 



1(). lii'i'vr to child-specific guidelintvs regarding 
activity after feeding. 

17. Document feeding, medication and feeding 
tol(Tanc(^ in log. 



Check rate a ndJVnr periodically ami adjust if 
needed. 



Tins clears the InUtON of an yjeedi N<ifl aid. 



Wa.sh feeding hafj, tuhini/ andsi/nrnjc in soapy 
iratcK Rinse well. 




Safety Plug 



Refxprt to porcnt any chonye in the clnUVs usual 
pattern. 
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Possible Problems That Are Not Emergencies 



Observations 



Reason/ Action 



Color chaiiMt^s l>ioalhiiig diniciilt v 



77/ /s ///a/y he diw to (tspi nttion af tvi'dinif into 
hntf/s. 

St(fpfef>(lifff/ innH^'diatrlff. (all lansriftfiit 
pn'scut. Asisvss silHdtiotL If prohU itf cnfft iimcs, 
'mstitntr vnH'rffcnrff phuf and notifff pan'Hts. 



Possible Problems That Require Immediate Attention 



Nausea and or cramping 



\^)nuling 



Blo( k(*<l giLst rostomy button 



Bleeding drainage redness irritation 



Leaking of stomach < onlents 



(iastrostomv l)utton falls out 



(lu'i'k rale (ff frcdinfi: niaff Ui^ it to decmisv 
ratr. 

( Uci'k trwperatfnv; nta i/ Ix' too coUlstopfei'd- 
niff; Id frcdingf/i't to room ti'mj^rratufv, Ihrn 
adnfinistcK Ifprahlenf coNttHfics, ifotify school 
Nf(rs(\ parrnt and doctor. 

Iff/ou have checked all (pjthe ahorc, stapjccd- 
ifff/, call school nurse, parrot and doctor. 

Ma if he dne to iHadeqnateJlashi nfi or rerfj th ick 
food orjhn'd. Fla.sh icith icarm fvater after 
feeditffj or ofedicatioh. Ifhloi kOfje n^nnn'n.s, 
contact parents, 

(lieck skin aron nd nastrostonnt hnttoff site 
dailfj. (lean sfooni sife if leakage (f food fin id 
ntedication comes in cootact n ith skin. 

R(ferto eh ilil'Specifir fpi idel i nesfar clean itnj 
instrnct ion. Tern hatlon in a con^pUie circle 
(cith eaf h cleft nin</. 

I>r//sfonni site a ell: oj^en to air tofaeilititic 
dr/finfj. 

M<tf/hedne too pnddenf aith the ant i-rejln.r 
calre (stickimj or broken). 

This is n(^t an eno'rf/ene/j, Sare tin' l)nttonf(}r re- 
in,serti(pn. In s(nneeh ildren n hos* tract nni f/ 
close (pn'eklf/, tin (i tnl)e hntton nnt/f tncd to hr' 
in.serted within J-J hon rs, ( orer (jastrostinn ft 
site fcith ha ndaid (odean dress/' n<i. ( (ndact 
p<f rents and pht/sician. 
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General Information Sheet 

Children With Gastrostomy Feeding Buttons 

Hoar (Tc^achoi; lunch aido, busdrivei; etc.): 



(Student ) has a condition that nHjuires a 
ga>itrosi<)nn IcH^ding button. This is a simple and safe way of giv ing food, nKulicincs and fluids directly 
into the stomach, because the child is unable to take these by mouth. 

The ga^strostomy is a surgical opening into the stomach. A gastrostomy feeding button is put into 
the .surgical opening. It is held in place from the inside of ttie stomach and is capped between fecnUngs 
to i)revent leakage. These gastrostomy buttons do not normally cause the child discomfort and are 
(*overed by clothing. 

The child may receive feedings or medication through the gastrostomy feeding button as needed 
during the school day in t he classroom, the lumiiroom or the health office. Unless he or .she has a 
condition t hat otherwise would interfere with participation in physical education or other activities, 
there is no reason why he or she cannot participate fully. Spec ial consideration may be needed, 
however, for field trips or other activities where the child may not be able to receive a regularly 
scheduled f(HMling. 

If the child has any problems w ith his her gastrostomy feeding button, contact: 



These staff memlx^rs have hern trained to deal w ith any problems tiiat mayari.se with this child. 

For more information al)out gastrostomy buttons, or the student s iummIs, consult tin* school nunsi^ 
or parcMit . 
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Nasogastric Tube 




Purpose 

An NGMubo is a rubber or plastic t uhv 
that parses through a nostril, down the 
throat and esophagus (food pii>o), and into 
the stomach. It is used to give liquids, 
medication, and feedings when a person 
is unable to take tht^se by mouth. Some 
c hildren will have tul>es inserted for each 
feeding. Others will have tubes in place for 
several weeks. 



Nasogastric 
Tube 



Stomach 





Suggested Settings 

The child may be fed in the lunchroom with 
the other children or in the health room. The 
NG-tube should be inserted in the health room 
or in another private setting. 

Suggested Personnel anci Training 

A registered nurse with competency-based training in api)ropriate technicjues and probk^m 
management should do the nasogastric tube feedings. Any school personnel who have regular 
contact with a student with an NG-tube m'Vit receive general training, covering the child s 
special health care needs and potential problems, as well as how to implement an established 
emergency plan. 

The basic skills checklist included at t he end of this manual can b<^ used as a foundation for 
competency -based training in appropriate techniques. It outlines specific ifrocedures step-by-stci). 
Once the procedures have been mastered, the completed checklist serv(*s as documentation 
of training. 

Tlie Healtli Care Plan: Issues for Special Consideration 

Each student's Health Care Plan must be tailored to individual needs. The foUowing.st ctioi^ 
covers the procedure for nasogastric tube ^ care and possible problems and (»nuMg(»n( i(»s that may aris<v 
It is essential to review it before writing the Health (an* Plan. 

A sample Health ('are Plan is included in the I seful Documents section of this manual. It may he 
copied and used to develop a plan for each student. F^ora cluld with a nasoga.stric tuh(\ tlu* following 
items should receive particular attention . 

• Type of feeding chihi is rec(»iving (bolus cont inuou.s drip), 

• Proper placement of the nasogastric tul)e, 

• Activity level after ftH^ling. 

• Positioning during and aft<T feediiig. 

• The need to d(Mennine gastric rt^siduais. 




Procedure for Checking Placement of the Nasogastric Tube 



Procedure 



Points to Remember 



1 . Explain prncecUire at the st udiMit s Ivvvl of 
undorst finding. 

2. Wksh hands. 

•J. Check first for proper tube placement . 

4. Assemble equipment: 

• Stethoscope 

• ()() cc catheter-tipped syringe 

5. Open NG'tubing. 

(). Connect (>()cc catheter- tippt syringe to 
the end of NG-tuhe. 

7. Place a stetho.scope over t he miiMeft 
abdomen and gently push in 5-10 ec of air 
with syringe. 




S. If ordered, gently draw back on the plungiT 
to remove any li(|ui(l or nunUeation that 
may be k^ft in the stomach (residuah,). 



9. Close* the nasogitstrie tubiiig. disconp'^ct tho 
syring(* and riMiiove plung(*r from sy^ngf^ 

10. Proce(*(l with f(*eding by nu*tho<l pn^scrilx^d 
for student. 



fiy rnr(HitV(/i n;; thestu(Unit t(f as.s/.s7 in titv 
in (irlnvvc nautivmni srlf-rfirc skills. 



T/f is should hr (hme (H;for(' ermjJeriVnuf. 



I Hrlamp or nnmnr ( (tpfivtH tuhr 



A whoosh iufj sou nd shfpuld Ih* hra rd if 
\(T'tNhr i.s projH'rlfj pUuvd. 



IfNa tubiiUf <hx\s not upimtr to plaa\ 
DO NOT GIVE FEEDING. Rrplarewod 
or r(*positi(ntin!/ of the Nddidn' shfpuld ouhf 
hr dohe b}f a nurse irith appmpriate train i}i(f 
and if ordered bif the student s (hxirn: (( heck 
eh iUi-ypiTifie (ju ideli nesj 



Sohfr stud4'uts una/ not need to hare rrsidu(ds 
rhrrked Note thv auamnt that was withdrawn 
from thefredinfl tab( (tnd return tlierontods 
to thestotnarh (if(^rdi'red). Adjust thefndinfj 
rtdunte aeciu'di n() to (hniorsonh'rs if a rrsid 
UitI is presrnt. If the residual isipvater than 
rcronnnendrd, hold fecdifuj, a ait thirl// to 
fort/j-firc nn'nutcs and rr-check. 



Feedini/s arc usual!// either bolus (frrdinff 
(lirrn (n'(*ra short period oftinte b// i/ntrit //) 
or slow-drip (feediuf/ f/ircN h// /)U)ni> (frorer 
(t lofuj /ieriod <fl tifue b// (jrarit//). 
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Procedure for Nasogastric Tube Feeding— Bolus Method 



Procedure 

1. WcLsh luinds, 

2. Asstmbh^ cMiuipim^nt: 



Points to Remember 




Liquid 
Feeding 
Solution 



Syringe Plug or Clamp Water 



Rubber Bands 
and 

Safety Pins 



• Liquid feeding solution formula at room 
temperature 

• (>() ml or cc catheter tipped syrin^t* 

• Clamp or cap for end of tube (optional) 

• Rul)l)er bands and safety pins 

• Walter (if prescribed) 

;J. Position child. 



4, Check placi^mc^it of N(;-tub(\ (lit^fcr to 
page 50 J 

5, litwove cap or plug fnmi N(;-tul>e; r(MnoV(* 
phmgeraml insert cath(*ter tipp(Ml syringe 
into the end of ft^eding tube. 

b. Allow bubbh^s to <*scap(* if prcs(Mit . 



7. I\)ur fecHling fluid into syringi^ and allow to 
f low in by gravity. 




7?> srnnv \(^ (uhv to ( lothing. 

l s('<i toJliLsh tnhtHfj (tjtrr frrdiHf/. 

(li iUi ntat/ hr sitttHfj or h/hfff on right sidr frith 
hrad rIfTdtrd at a thirt// fhyrrr aufjlr. Make 
sH rr tuhiHfj is srcu red with tai)r to stiulvnt n 

Hosror rherl\\ 

Hfpt (ti>i>ln undue tradiint or pifll oh 
Xdttihiftff. 



Si/riH(/(\shofdd />f> hrfd six iurhrs afforr Irn I of 
head, or (ft j>rrs('rifprd hcif/ht. 

* * ^BE ALERT TO ANY UNUSUAL 
CHANGES IN THE STUDENT S 1X)LER- 
ANCE OF THE FEEDING. NAUSEA/ 
VOMITING, CRAMPING OR DIARRHEA 
MAY INDICATE THAT THE FEEDING 
IS BEING GIVEN TOO QUICKLY OR 
FORMULA IS WO COLD ^ * * 
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8. Continue to pour feeding into syringe as 
c ontents empty into stomat^h. 

9 , Raise or lower sy ringe to acl j u sJ flow t < » 
prescribeci rate. 

10. When feeding is completed, pour i)n^- 
scribed amount of water into syringe and 
flush t ubing. 

11 . Clamp tubing; remove barrel of syringe and 
reinsert cap into end of t ubing. 

12. Make sure tubing is securely attached to 
cheek. 

13. Wash hands, 

14. Refer to child-specific guidelines regarding 
ac^tivity after ff^eding. 

15. Document feeding medication, residual 
amount and feeding tolerance on log sheet . 



Drprnding on the agr and capabiHtir.s of the 
student, have him her assist }rith thefeeding by 
hoiding syrhujr or pouring fhiid into it. 



Tnis ivill clear tubing of feeding and nwdication. 



Wash rath^ter-tipped syringe with warm water 
and mild soap and store in elean area. 

Make sure NG-tnbing is not pulling on nose or 
causing discomfort,. 



R(>])ort any problems to i)a rents. 
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Procedure for Nasogastric Tube Feeding— Slow Drip aiid/or 

Continuous Feeding by Tump 



Procedure 

1. Wash hands. 

2. Assemble equipment: 



Liquid 

Feeding 

Solution 



Points to l\cmej*iher 





IV Stand 
Syringe with 
Pump 




Water 
Clamp or Plug 



Feeding 
Bag 



Rubber Bands 
and 
Safety Pins 





• Liquid feeding solution/formula at room 
temperature 

• 60 ml or cc catheter-tipped syringe 

• Feeding pump (optional) 

• IV stand (optional) 

• Clamp or cap for end of tube (optional) 

• Feeding bag 

• Rubber bands and safety pins 

• Water (if prescribed) 

3. Position student. 



Some children may get cramps if feeding solu- 
tion is too cold. 



4. Check placement of NG-tube. (Rt^fer t<) 
page 50.) 

5. Remove cap or phig from NG-tube and insert 
a catheter-tipped syringe with plunger re- 
moved into the end of feeding tube. 

6. Allow bubbles to escape if present. 

7. Pour feeding fluids into feeding bag, run 
feeding through bag and tubing to the tip. 

Clamp. 

8. Hang bag on pole at height required to 
achieve prescribed flow. If a feeding pump is 
used, place tubing into pump mechanism 
and set for proper flow rate. 

9. Insert tip of feeding bag tube into NCi-tube; 
tape securely. Unclamp NG-tube. 



Ti) secure NCr-tube to cloth iny. 
Used to flush tubing after feeding, 

Studjent may he sitting or lying (in right side 
with head elevated at a th irty degree angle. 
When positioniyuf student, make sure NG-tufye 
is secured to nose or cheek. 



Do not apply tnuiw traction or pall on naso- 
gastric tubing 



If medication is pnscrihed, adm i nlster before 
feeding. 

School acti cities nuiy continue during feeding 
as long as the ch ild is sedenta ry 
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10. Open (iiimp of fcHMling bag tubing iiiul 
adjust until drips flow at i)res(Tibod vaiv 



1- 



k- .-4 




* * ""BE ALERT TO ANY UNUSUAL 
CHANGES IN THE CHILD 'S TOLERANCE 
OF THE FEEDING. NAUSEA/VOMl TING. 
CRAMPING, OR DIARRHEA MAY INDICATE 
THAT THE FEEDING IS BEING GIVEN TOO 
QUICKLY OR FORMULA IS TOO COLD. * * 



11. For continuous feeding with a pump, add 
more fluid to bag when empty. 

12. When single feeding is completed (bag 
empty), c lamp feeding bag tubing and 

( lamp NG-tube. 

i;}. Disconnect feeding bag from N(Vtube. 

14. Tnclami* NG-tube and flush with water if 
ordered, using a syringe, 

15, (Mami)and cap N(} tube. 

1(1. Make sure tubing is securely attached to 
che(*i<. 

17. Wash hands. 

18. Wash fiMMling bag and syringe in soapy 
watc*r. Store in a cU^an arc^a. 

19. Document fee<hngand or mi^chcation, 
residual volumes, and feeding tolerance 
in log. 

20. ri<*foi' to <*hild-si)e< ifie guid<^lin(s n^garding 
activity after f(HMling. 



Check rate a tid floir periodically and adjust if 
itcvdcd. ( heck for residual as ordered. 



This clears (he tabiiuf ofauyfeediuifjluid. 



The fcediufi )uaji he diseofnwctcd a hilr the 
child ishcifu/ trausportcd too lal fro}u the 
school pro(/ra)H. 
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Pbssible Problems That Require Immediate Attention 



^^servations 

Gagging, clicking 



Color changes/1)reathing difficulty 
when not r eceiving feeding 



Color changes hreat hing cliff ic ultv while 
receiving feeding 



Respirator>' distress continues 
Nausea and or cramping 




Vomiting 



NG-t uhe falls out 



Reason/Action 

This nuiif due to i}uj)roper lumHfitstric' 
tube plarewent, FolUnr steps for rhrrkiu<j 
NG-t u he placem ent . 

If NG-tuhe isuot in proper position, reufore 
tube or follow rh ild-speeifie gu idef i ues for 
repositioniufj. 

Color chaufjes or breath imjf diffieulty are not 
always related to XG tube feeding. In addition 
to eheeking NG-tuhe plaeement, it is important 
to earefully assess thechild for other prof)lems. 

STOP FEEDING IMMEDIATELY lliis 
mag Iw due to improper NG-tube plaeement. 
Follow steps for ehecking NG-tube plaermerd, 
('a refullg assess the eh i Id for other problefns, 

77//,v may he due to aspiration (>f feeding iuto 
lungs. 

Call for help and in itiate emergency plan. 

Cheek rate of feeding; may need to decrease 
rate. Cheek tempera tare: may be too cold— ^t op 
feeding and let feedivg get to room temperature, 
then administer If pmbiem continues, notify 
school nurse, parent and doctor 

Stop feeding and refer to child'specific 
guidelines. 

Vomiting may not f)e due to NG feeding. It is 
important to earefully fjssess the eh i Id for other 
problems. 

Not i f y pa re n ts ph ys ir ia n. 
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General Information Sheet 

Children with Nasogastric Tubes 



I )ear (Toacher; luiu'liai<k\ husdrivor, otcj: 



^ (Stiulenit ) has a (Condition that requires a 

nasogastric tube (N(i'tube). This is a simple and safe way of giving food, medicine and fluids directly 
into the stomach, bec ause the child is unable to take these by mouth. The NG-tube is a soft i*ubber or 
plastic tube which is put into a nostril and down the foodjupe into the stomach. 

The tube is held to the skin by tape so it will not usually come out, and is clamped in between 
feedings to prevent leakage. Once they are in place thest* tubes should not cause any discomfort. 
The child may receive feedings or medication through the NG-t uhe as needenl during the school day 
in the health office, the lunch room or the classroom. Visually he or she will be able to participate in 
I)hysical education or other activities. Special consideration for timing or location of feedings may be 
needed, how(*ver, for field trips or other activities when the child may not be able to receive a regu- 
larly scheduled feeding. 

If the stud(»nt has any probkMus with his her nasogastric tube, contad : 



Tliesi* -.taff memlKM's have* hvvn train(*d to (k^al with any problems tliat may arise with this student. 

For more* information about gastrostomy tubcvs, or tlu» studt^nt s niunls, consult the school nurse 
or |)an*nt. 
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Circulatory System 

Structure and Function 

The c irrulatory system delivers oxygen and nutrients to different oigans of the hody and 
transports earbon dioxide and waste prochiets to the hmgs and kidneys for elimination. 

Heart: Has four chambers and physiologically is divided into two sides. The atria are the small 
collection chambers that collect blood from the veins. The ventricles are the larger, more museular 
chambers that pump blood througli the arteries. 

Arteries: Blood vessels with muscular walls that take the blood from the heart to organs in the 
body. The largest artery, the aorta, is closest to the heart . As the arteries get farther away from the 
heart they become smaller, with less muscle in their w^alls. 

Capillaries: Tiny channels, one blood-cell wide, that connect arteries to veins. These v essels 
are where the exchange of oxygen and nutrients with carbon dioxide and waste products occurs in 
ev(»ry organ . 

Veins: Thin blood vessels that take blood 
away from organs toward the heai1 . Some veins 
in arms and legs have one-way valves that keep 
the blood from pooUng in the hands and feet . 
As the veins get cl<).ser to the heart, they 
become larger. Central veins are those veins 
inside the abdominal or chest cavities. 

The right side of the heart collects blood 
returning from the body via the large veins, the 
venacavae, in the right atrium. The bkxxl then 
enters the right ventric le through a valv<* and is 
pumped to the lungs through the pulmonary 
artery, where it loses carbon dioxide and j>icks 
up oxygen. 

The oxygenated blood from the lungs (Miters 
the left atrium through the pulmonary veins. 
It then crosses a val\ into the left v(MitricU\ 
wiiich pumps the blood out t*>the body through 
th<* aorta. 




Heart 
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Central Venous Line 



Purpose 



Catheter 
Large 

Skin 

Insertion 
Site 



Catheter 
in Heart 



A CVL (Central Venous Line) is a long-tenu IV catheter that is surgically insert ed into a deep, 
large vein in the neck or the chest, usually near the heart . The middle portion of the catheter has a 
dacron **cuff " that anchors the catheter under the skin. This also helps to prevent migration of 
bacteria up the catheter The clamp or cap on the end of the tubing prevents blood loss and air entry 
into the vein. 

Tlie exit site (where catheter comes out 
of skin) of the catheter requires meticulous 
cleaning and is always covered with a sterile 
dressing. Usually this is on the upper chest area. 
On occasion, the exit site for the central venous 
line will be on the abdomen or groin. Some 
children may have a type of CVL where the 
access site (or poi t) is entirely covered by the 
skin. Children with this type of CVL will not 
have an exit site. C VLs do not cause the child 
any discomfort if they are properly secured. 

Children usually have these lines placed 
when there is a need for long-term delivery of 
intravenous food and/or medication. These 
children may be receiving chemotherapy, TPN 
(total parenteral nutrition) or antibiotic therapy. 
A central venous line may also be used when 
there is a need to '*rest" the bowel or when 
the intestines are unable to absorb adequate 
nutrients. 

Suggested Setting 

As with all medical conditions, every effort should be made to protect the child's privacy. 
Procedures such as dre.ssing reinforcements or changes should be carried out in a private area of 
the health office. Since CVLs are usually covered by clothing, children with C VLs should bt* able to 
participate in regular school activities. However, participation in physical education should be 
determined on an individual basis. 




Suggested Personnel and Training 

Dressing changes should be done by a registered nurse with proven competency-based training in 
appropriate techniques and problem management. Any .school personnel with regular contact with a 
student who has a CVL must receive general training that covers the child's specific health care needs 
and potential problems, and how to implement the establi.shed emergency plan. 

The basic skills checklist included at the end of this manual can be used as a foundation for 
competency-based training in appropriate techniques. It outlines spor-Hc procedures step-by step. 
Once th(^ procedures have been mastered, the completed checklist s* es as documentation of 
training. 
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The Health Care Plan: Issues for Special Consideration 

Each student's Health Care Plan must be tailored to individual needs. The following section 
covers the procedure for CVL dressing change as well as possible problems and (emergencies that 
might arise. It is essential to review it before writing the Health Care Plan. 

A sample Health Care Plan is included in the I'seful Documents section of this manual. It may be 
copied and used to develop a plan for each student. For a child with a CVL, the following items should 
receive particular attention: 

• The school nurse should be aware of the student's underlying condition and i)otential problems 
associated with the condition or treatment (such as chemotherapy). 

• An additional dressing kit with a spare clamp should be available, 

• The school staff who have regular contact with the student should be aware of the CVL. 

• A fever needs to be investigated. 

• Universal precautions should be followed w hen handling the line. (See page 17. ) 

• No one should touch the tubing or the dressing unless a complication occurs. 
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Procedure for CVL Dressing Change 



Procedure 

1. WiLsh hands. 

2 , AsseniV)lo oquipment : 



Points to Remember 




Catheter Dressing Kit 

Catheter dressinj? kit or equivalent 
contains: 

• sterile gloves 

• alcohol swabs 

• povidone iodine swabs 

• povidone ointment 

• sterile gauze 

Also needeci: 

• adhesive tape or transparent ririvssing 

• mask 

• extra clamp 

• catheter (ap 

• spare catht^ttT dressing kit 

P^xplain the proct^chire tothtM hild accord 
ingto the h^vel of undc^rstanding. 

4. Put on a mask. 

5. Opc^M the cath<»t(^r dn^ssing kit on a cl(*an 
work surra(*(v 



(). Assist child in removing I'lothingto un- 
cover dressing. 

7. Position the child. 

8. l?*^mov(» vv(»t or soilf^d dressing inun ih<» 
catheter exit si\v, 

J). Inspect th(* skin around the cath(M(M' lor 
redness, sw(*lling. or fluid drainag(\ 



Adhesive Mask Extra 
Tape Clamp 



Catheter Spare 
Cap Catheter 
Dressing 
Kit 



Diftirrfit drrsshffj kits }Hai/ he uHod that do rtot 
cf/Htahi a!! of these rompoNrnts, Tftose itrws 
Not inclHdrfl hi the kit should be supplied 
separatelf/^ 



Althoiu/h iU)t all ( VI. dressi U() ehanf/es are dour 
usiuif sterilr procedures, ehildreu rerturiuij 
TPS do hare slerilr dressiufj chfruf/cs. 

Ih'i'ssi ufi elauu/r sluudd hi' rarrii^d nut iu a 
prirale ana (ffthr hrallh ofJi< (\ 

Tite child uaui f>csiftiu(/ or l/fiuf/Jhft. 

Discitrd fu the a ppropriati' rcccpt(U'h\ 

This uian hr a sifju of i ujcct itm, Ifijou uotire 
a,f f/ ot these s/f Of /)l(fufs, iU^liJn the i>hfisi< i((u 
aud pareuts. 



10. Put on st<*rile glovers. 
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1 1 . Witn kil aJcohol swab-st iok, clean skin, 
starting at the center next to the ( atheter, 
working outward in widening circles. Rt»- 
peat the cleaning process two more times. 

12. Repeat the same procedure using povidone 
iodine swab sticks. 

Allow the povidone iodine to dry about 
30 seconds before proceeding 



13. Gently pat the skin dry with sterile gi^uze. 

14. Apply a small dab of povidone-iodine oint- 
ment to the catheter exit site. 

15. Lay the gauze over the ointment on the 
catheter exit site. 

If). Using a layer of transparent dressing, 
cover the gauze and secure the dressing to 
the skin. 



17. Using tape, secure cat heter at a second 
point to reduce strain on the catheter 

• Place first piece of tape as shov 

• Place a second piece of tape over the first, 
sealing it along the catheter 

• Secure catheter with free end of tape. 



the vnthetey* itsclfy startlnf; at the (wit site. Allow 
the alcohol solutioft to dryabouK SO srvoNcLs. 




Some ch ildnm may have a rmnadhenng type of 
dressing placed or a split sponge. 




Tlii.s may be done in a diXferent manner than 
illust rated. 



First tape split 
and placed under 
catheter 



Second tape 
in place 




\ Catheter 
secured 



18. Rt»move gloves and wash hands. 

19. Document proctHlure and problems 
in log. 



hti^port to parent any changes in the child s 
usual patt<Tn, 
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Possible Problems That Require Immediate Attention 




Equipment needed for emergencies: 



• Small smooth-etigod clamp 

• Sterile gauze 

• Adhesive tape 

• Sterile gloves (optional) 

• Alcohol swabs 

• Betadine swabs 

• Dressing kit 

• Mask 

Observations 

Blood in tubing or bleeding from the end of 
the tubing 




The tubing breaks 



The child is complaining of c*hest i)ain or 
difficulty in breathing 




Reason/Action 

Most children will have their CVLs capped 
while in school. If blood is noted in the line or 
com i)ig from the' end of the line, check to see if 
the clamp is open. If so, simply re-close it. If 
the clamp ha.s broken or is not functioning 
properly, the tubing should lH\firmly pirwhed 
chased and the physician and parent contacted 
immediately. 

Immediately pinch tubing closed with fingers 
by lyending tubing onto itself orclampiny l>e- 
tWi*en exit site and the Irreak. 

Ha ve h im/her I ie (W the left side tn prerrvt a n 
air bubble frtmi entering the heart. 

Once the tubing is securely clamped and not 
leaking, transport the child via wheelchair or 
bed with wheeLs to the school \urse\s office. 
DO NOT LET THE CHILD WALK. 

Put on sterile gloves (a }id a mask if you have a 
c(^Ui). ('lea}isc the broken end (f the tubing with 
alcohol swabs and cover the end with sterile 
gauze aiid tape. 

Si ntply covering the bn^koi end with sterile 
gauze will suffi<e iff a it ouergeney, (Many 
tinu's, a line can be repaired without ha ring to 
replace the entire central venous line.) 

* * *THE CHILD SHOULD BE TRANS- 
FERRED AS SOON AS POSSIBLE TO THE 
APPROPRIATE HOSPITAL EMERGENCY 
ROOM. IF THE SCHOOL NURSE IS NOT 
AVAILABLE, PINCH TUBING WITH FIN- 
GERS OR CLAMP AND CALL EMTs/ 
AMBULANCE. NOTIFY THE PARENTS AND 
THE PHYSICIAN IMMEDIATELY * * * 
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Tho l'\*L is pulhMl or f alls out 



The catluMiT is out or appears to he brokiMi olT 
al the skin 



The catheter tubin>? is broken 



The child complains of cliest pain or dif ficult y 
in breathing; facial color nuiy appear (liffiT(*nt 



The child develops a levi^r. redness at the CVL 
site, draina}4e. increased fatij^iu*, irritability, or 
hc*adache 

GAFETY PRECAUTIONS: 

• NO ONE should touch the tubing or t \\v 
dressing unl(»ss complicat ions o< cur 

• ALWAYS wash vour hands with soap and 
water beforr and after luMulling line or 
(h'(*ssinji unU*ssan <Mnerg(Muy situation 
occurs. 



STAl'CALM REASSURE CHILD. Wlmeveris 
at thr site first should con't the CVL €'xit 
site, 

iHs/nrf thr extrri(>r<>fthv (hu'ssiiuf. If thr drcss- 
hifj is iHtdct and thr taprstiH holds thr f(H}prd 
rat)irtri\ probublij nosUpiiJiraut tranuni to thr 
rh ltd or thr linr has arrnrrrd, lltr parrnt and 
thr phf/sirian should l)r Ui>tifird uonrthrlrss. 

If thr fapr ordrrsshtff harr Ihvh disniplrd, 
hotrrrrK thrfi should l»r takrn o(fand thrrxit 
silr hisprrtrd. 

Ij thr r.rit sitr loifks disturl}rd, rrplarr thr drrss- 
hnj (Ks outliurd afn^rr 

IfpfKssihIr, rlawp thrrathrtrr. Applffjlrm 
prrssurr to rxit sitr fnypmptltf and nofifff ph ffsi- 
rian afhi }>a}vnf iwmrdiatrly, 

("lawp thr rathrtrr alxprr thr hrrak, Nf ft if if thr 
srhaol fu^rsr, trh(p au'll wrap thr hn^krn rud 
a ith a strrilr</auz^\ Notify parrni and phjfsi- 
riau iwmrdiatrhf. fir prrparrd to initiair 
ruirrijr}trff plan. 

(jilhrtrr majf l>r rrpairahlr. 

Makr sarr thr rathrtrr is rapprd and via mp 
innnrdiatrhf, Chrrk tosrr ifthrlinr ishrokrn. 

Harr hinr hrr lir (m thr Uft sidr to pn i^rnt an 
air bnhhirffynn rntrrinff thr hrart. 

^Ilir parrnUs andor ph tfsiria n sinnild 

h(' ralird at onrr. Tln sr arr indications of 

infrrtiinL 
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General Information Sheet 

Children with Central Venous Lines 




I>oar(T( achor. lunch aide. l)Us(lnv(M-. etc.): 



_ (Student) has a coMciilioii that rccjuirfsa 

ccntial venous line (CXL). This is a plastic tui)e like an IV. which has been placed hy a surgeon into a 
large vein close to the he trt . A child may have a ('VI. if he or she is unable to digest food or requiivs 
special medications. Th.' tubing comes out of the skin on the chest. This exit site is covered by a ban- 
(iage to protect it and 'o keep the tubing clean. The ('VL does not cause any discomfort if it is properly 
secured. 

Some students \\M haNe the tubing conn<'cted to an intravenous fluid solution, but most will have 
their CVL "capped" or da nped while they are in school or in transpoil. In most cas<'s routine CVL 
care will be carried ou\ nome or in ilie health room, unless an emergency occurs. 

Most .students with CVLs are able to participate in regular school activities. Participation in physi- 
cal education and any restrictions must be dtMermined by the doctor and the parents Children with 
CVLs should avoid having the exit site bumped or the tubing pulled ort. 

The CVL is covered by a bai\dage as well as the child's clothing. No one should H)uch the tubing or 
dn'ssing unless a complication occurs, 

If the student has any problems with his her CVL. contact : 



Tlu'se .staff meml)ers nave been trained to deal with any problems that may arise with this .student . 

All staff who have contact with students with CVLs should hv familiar wit h i he emergency i)lan 
and h<»w to initiate it in their setting. 

For more information about CVLs. c. the student s needs. ( onsult the school muse or the parents. 
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Heparin Lock 




Purpose 

Th(* hi^pai in lock is a nirans ol" niaintaiiiiii^ 
intravtMious a( ( (»ss w Iumi thr child r(M|iiiri\s 
iiil(»rmitlcMi! medication or Tlnids. A spec ial 
|)Ui« that contains hcpariniztvl saliiu^ is inscn(Ml 
inlothcM»nd ol tlu* intiavcnoas catluMcr Tlio 
hcparinizcd salim* is roplac.Mi rcfiulari> l)y 
inj(Htiii)i a prcscrilu^d dost^ iaio tlic plu^. Tliis 
allows th(^ child inon^ mobility. Thos(» I\ s arc 
us(»(l tor short t(M'ni courses ol' nunlication 
rUiids. 

Suggested Settings 

IVot (»(hir(^s such asdn^ssinj^ r(Mn(orccnH»nts. 
changes, or lu»parin riusn(»s should In* ( arricul 
out in tli(» fu^altli room. Tlu* child's acii\ ii\ nia\' 
h(^ limit(»d to prc^iuil dislodging the IV. 

Suggested Personnel 

A registeied muse w itii proV(Mi compt^tency l>as(Ml training in appiopriaK* KM'hnicjUivs and 
' *hlem managenuvu sliould adminisKM* heparin fluslu^s and |)rovid(» I\" care. Any school p(Msomiei 

i« regular contact witha student witlia heparin lock or I\' must n»c<MV(> gcMUMal traiiiingthat 
' * *rs the child s special health can* iuM*dsand pottMitial probhMUs, as \V(*llasho\v to obtain 
ssistanc(» if problems occur. 

The basic skills cluH klist includes! at th(* (Mid of this manual can Uv us(mI as a I'oundation lor 
compel emy based training in appropriat(» t(*chni(|U(vs. It outlin<*s spi^ciln- proc(Mlur(*s st(»p by-step. 
Once ihe proci^fiues have lHH»n masttMt^d. tin* compl<M(Ml chtM-kiist s(m ves as documemation ol' 
training. 

Health Care Plan: Issues for Special Consideration 

Kach student s Ih^dth (/are IMan should 1k^ tailonMl to indi\ idual iummIs. Th(* following s<*ct ion 
co\(M's llu^ I nK-edun^s loi- lu^pai in lock flusluvsand possibU^ probliMiis t hat might arise, it is ess(Milial 
to i(»\i(*\v it iK^fon* writing the Ih^alth (aiv Plan. 

A sample^ Ih^alth duv Plan is includcMl in tin* I s(»ful D'H umtMits s(»ct ion of this manual. I( ma\ be 
copied aiul used to devt^lop a plan for (wcU st ud(MU . For a studiMU wil h a heparin lock t h<^ lollo\^•ing 
it<»ms should iec(M\ paniculai* att(MUion: 

• I nivcMsal precaut ions must b(» follow(ul when handling the siic, (Sih^ page p. 17. ) 

• i^ol(M t ion of I he I\' sit(^ frou) bumping <>r otluM* I ran ma. 

• Sigirs of I\* sit(^ inf ilti'ation aM<l infet lion. 

• Sale si(Mag(» and disposal ol ini ia\ (mious supplies. 
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Procedure for the Administration of a Heparin Flush 
Procedure Paints to Rememhrr 



1. AssiMublc (uiuipiniMii : 




Heparinized Syringe 
saline 

• IiUiavtMU»u.s( alhct(M (iii placo) 

• Ili'pai iniz(*(l salinr (svv t liild-sptu iiu* 
^iu<IrHnes lor dosage) 

• :i ml s\ i ini^(* with a lUunlxM' 21 to2.*{^au^(* 

• '2 alcohol svvahs 

2. Kxplain procc^hMr to child acconhiiK to 
his hvr IrvtM of imdcrstaiuling. 

Wash hands. 

4. ( 'l(*aiis(* top of li(*pai'inizc(l saliiK* ( (tntaiiuT 
with airohol swal). 

r>. l)raw picsi rilxMl dosajj;*' ol h(*paiiiii/(Ml 
saliin^ into syriiii;(\ 

( *l(^nis(» catlirtri* huh with al< «>hol >\\<ih. 

7. Sluwlv fnj(*( 1 pirsciihrd dosat^c <M 
hopaii!ii/rd saliiuv 

S i;niio\<- N\ riii^c^ aii(hu*cdl(v and dispMs<M>r 
pi'opcM'K. 

Wash hands. 

h V I )(K ina(^iit <losa,U(\ lime and coiuiit io»i 
ol I\ silr on loU^luM't . 




Alcohol swabs 



Ih'lHirihizi'd siiliui' is aniiUthlr In Jcr 

si H</lr (hfS(' r/f//.s' u ith one anil of! (pari it /fcrcr 

(ft S(tliu(\ 



liff ('n< nfn'ff!fi nil Ihi f Inhl ti* assist in Ihr 

ju orrdfu r, Ihr n ~(jl n r is cHrofn tttfi uff (he 

rhihl fn (t( hirrr iHUxinanu sclO tt rr skills. 




Itrjxn i tn j>nrrffl nun rhnof/r in tin ( li ihls ifsudl 
jhtiii /■//. 
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Possible Problems with Heparin Lock 



Observations 

IV <ln\ssing wet . hvika^;(M>f hlood 
or fluid 



IV silt* is teiKkM". warm, swolk^n. wd 



Difficulty iuJtH tiii^ lK*i)ariuizt*<i saliiu* iuto 
catlioKM* 



Reason/Action 

ni((f/ he disloiiiied or IV siti' is i nfiUmtcd. 

(\tviifulljf r^Hiorc (Irrssinfj, if IV is iutart, (tppUj 
Nr'ir (IressiNfj. lircotntcct n(Utpt(ir locatfH'tcr if 
(fisroitui'rtvif a N<1 f/y>y>/// //r//^ dn'ssinf). If IV is 
Hol intact, ('(^Nsult pumft dUif or doctor <(fi(l 
thrnfolloir (jin'ffrliNcs fbr rcmaval of IV if 

lltr IV nutf/ hr (Usploccd or r/AsVorZ/yr^r/, cnusiiu) 
the iHtrnrrntjasjTfiifl fo enter the tissne. Sotiftf 
tit e doctor a u(f or pit rent, tvho ivil I (ji re further 
i nstractions. If the IV fsto />r remored follow 
(fni(l('liitcsfor roHorol. 

Wrdle HfO ff not he in hnh jprojH rlfj, (atheler 
nutfj fx' clotted IV }Hafj he infiltrated. 

Moke sfire needle is in hnh properhj, (rentl// 
l)ress on pinnfjer: if no resi(lt.s\ stoj) inject ing. 

Inspect IV site; if nnul}U' tojhish, or if IV site is 
infiltrated notiffj ptn/sician and or parcftt. If 
the IV is to he nnnored, folUnr (jn ideti nes for 
renn>rah 



R(Miu(*ss streaking up arm alouf^xein 



Mft/f fx' phh'hit is (infection (f rein.) Sotifff 
parent and or (hx tor. licinore IV ifordere(h 
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Procedure for Removal of IV Catheter 



Procedure 

1 . Assomhle (MjuipnuMit : 
• Sterile gauze 

2. W^tsh hands: put on gloves. 

3. ( )pen sterile gauze and hand-aid . 

4 . Rtnnove dressing, heing ean*ful to seciin^ 
( atheter with one hand while removing 
tai)e with t he other 

5. Hold the hubnr end of \hv catheter; slowly 
remove from vein. 

(7. Apply |)ressure to the IV site. 

7. Apply band-aid. 

8. Dispose of cath^Mer in appropriate 
receptacle. 

U, I{<Miiove gloves; wash hands. 

10, I>o(*ument procedure and condition 
of site. 



Points to Remember 

participate as nnfch as possible. 



/J the child is prone tn 1)1(^(1 infj, hold pressare to 
site for at le(fstjin' ntiaiftes or more autil 
bleed i)U) stops. 



Heport to parent (Uf// ehfu/f/e /// Iheehilds asiuti 
pftttern. 
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General Information Sheet 

Children With Heparin Locks 

Doar (TeacluM; lunch ai(i(\ busdhvxM; (Mc): 



.^.^ ^ ™ (student) has a (ondition that reciuiies 

an intnivenous lino or h(*pariii lock. The intravenous line is a tiny plastic tube placed in the vein of the 
arm or hand. This is a way of giving the child medication or fbiids. When the child is not receiving 
coni inuous intravenous fluids or medications, a special plug (heparin lock) is inserted into the end of 
the intravenous catheter to allow more mobility while keeping the tubing usable. The IV is inseded in 
tlie (*hild s vein by a doc tor or nurse, and held in place by tape. 

The child (*an receive medications at home, school or the hospital. The child's activities may be 
limited so as not lo dislodge the tube. 

If the (hild hasany problems with his her heparin lock, contact: 



These* staff members lun e hvvn trained to deal with any problems that may arise with this chikl 

For more information about intra\"enous lines or heparin locks, or the needs of this student, con- 
sult the school nurse or parefit. 
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Clean Intermittent Catheterization 



Purpose 

("lean intermittent catheterization (CIC) is a pn)cedure used to empty the bladcleu VIC helps 
prevent urinary tract infecticms and wetting in i)e()ple who have difficulty emptying the bladder CI(^ 
also prevents wetting due to overflow incontinence, a condition in w hich urine overflows the bladder 
and dribbles out the urethra. When the bladder remains filled with stagnant urine for long pi^riods of 
time, it may lead to rapid bacterial growth and infection, Catheterizing the bladder every few hours 
eliminates urine before bacteria can multiply to cause an infection. 

CIC is often usetl when the nerves that stimulate the bladder do not function properly. For in- 
stance, the condition called neurogenic bladder is associated with myelodysplasia (spina bifida) and 
other conditions in which the nerves from the spinal cord to the bladder are damaged . such as spinal 
iiyuries due to accidents. 

Because of the nerve damage, the bladder is either completely or partially unable to empty, 
leading to: 

• Risk of infection. 

• Possible back-up of urine to the kidney resulting in kidney damage, 

• Incontinence (lack of control of urine leading to wetting). 

Suggested Settings 

Clean intermittent catheterization can be 
done in regular toilet facilities in the home, the 
school, or the hospital. This may also be done in 
the nurse's office or any other facility where the 
child is assured privacy. If recommended sites 
are not private, appropriate adaptations (such 
as screens or doors) should be made* 

If toilet facilities are used by the student, 
they need to be wheelchair accessible, and 
should have railings or supports for the child 
who needs assistance. 

Some children may need to lie down while 
being catheterized; a cot or bed in the healt h 
room would be appropriate. 
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Suggested Personnel and Training 

An adult with proven competency -biLsed training in ai)i)n)pniU(^ leeluiicjiuvs and problem man- 
agement ean do this procedure safely and effectively. All children should be encouraged to k>arn 
the pnx^edure and do it themselves if able. It is important to recognize that if a child d(K^s self- 
catheterizati«)n, he or she may st ill need some supervision. School (xm sonnc^l who have regular con- 
tact with the student who receives clean intermittent catheterization should receive general training, 
which covers the child \s sp(*cial health ( are needs and potential problems, as well a.s how to obtain 
assistance if problems occur. 

The basic skills checklist included at the end of this manual can be used as a foundation for com- 
petency-based training in a|)|>roi)riate techni^iues. It outlines si)ec!fic procedures step-by-step. ( )nc(^ 
the i)rocedures have been ma.stered, the < ()mi)leted ( hecklist sta ves as docuiUiMitation of training. 

The Health Care Plan: Issues For Special Consideration 

Each student 's He? h Care Plan must be tailored to individual needs. The following section cov- 
ers the procedure for clean intermittent catheterization and possible problems and emergencies that 
may arise. It is essential to review it before writing the Health Can* Plan. 

A sample Health Care Plan is included in the Useful Documents section of this manual. It may l>e 
copied and used to develop a plan for ea( h student . For a child who re(juir(\s a (*at hiMiM izat ion, t he 
following items should rineive particular attention: 

• Medications that would affect urine voUn\ amount , etc. 

• Flexible timing of catheterization to accommodate classroom si heduling, field trips, andoth<M* 
school events, 

• Fostering independence in i>erforming the lu'ocedure, depending on the child's ability. 

• An extra set of clothing should be kept in the educ ational setting. 

• Baseline status including urine color, amount , pattern of continence. 

• Position of chihl during (Catheterization. 

• Child's t<Mid(*n(*y to urinary Wnvt infin tions. 



Clean Intermittent 
Catheterization 
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Urinary System 



Blood vessels: 
Artery 



Kidney 



Structure and Function 

The urinary system filters waste material from tlie bhxxi m\i\ removes it from th<* body as urine. 

Kidneys: Two bean-shaped organs, one at 
each side of the spine at the baek of the upper 
abdomen, which regulate the amount of water 
in the body. Ninety percent of the water that 
the kidneys remove from the blood is recycled 
back into the blood, after filtering out waste. 

Blood Vessels: Kenal arteries carr>^ blood 
from the main artery to the kidneys where 
waste is filtered out; the renal veins take 
cleansed blood away from the kidneys. 

Ureters: Narrow tubes that conduct the 
waste liquid (urine) from the kidneys to the 
bladder 

Bladder: Reservoir for storing the urine 
until it is ready to be discharged from the body. 

Urethra: Tube leading fnmi the bladder to 
the (mtside opening of the body through which 
the urine is discharged. 

Meatus: The external opening. 

• In girls, between the labia, Just above the 
vagina. 

• In boys, at the tip of the penis. 




Ureter 



Bladder 
Sphincter - 
Meatus ^ 



Urethra 





1 \ 

f Bladder \ 


LabiaKV^Tiy 




Urinary^ / i 
Meatus/ i 

Vagina __^^3*s,^^^^ 
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Procedure for Clean Intermittent Catheterization— Male 



Procedure 

L WiLsli hands with soap and water Vu\ on 
gloves. 

2. Exi)lainthe|)nK e(lurot() the c hild at his 
level of understanding. J lave him do as 
much of t he procedure as hc^ is capabh^ of, 
with supervision as ncHnled. 

*J. Assemble etjuipment : 



Points to Remember 

Ij sliuU nt dors pnpci' rf arc ^Hassfstcd, f/hprrsarr 
H(if hrrdrd. 

Hjf runHWaiiinfi thr rh ild to assist in thr 
inui i iturr, thrrarr-ffirrris Ipinfflnn/ to 
nrhirrr nurrihunH sril'cd rr skills. 




• Lubricant (K-V Jelly. Lubrifax Surg<^l) 

• Catheters (plastic, rubhcM) 

• Wet wipes or cotton l)alls (non-sterile) plus 
mild soap and water 

• Storage receptacle for catheter 

• Container for urin(» 

• (iloves (if [HM'son ot ht»r t ban child do(»s 
proce(kn(»). 

4. Position the child. 



Lubricant Catheter Cleansing Catheter Container Gloves 

supplies storage 
bag 



■). I)ej)endingon his ag(\ show the child th(* 
location of the uriMhral opcMiing. 

<). Cleanse lh(* penis in tlu^ following nuuuKM': 

a. Hold tin* penis hvh^w \\\v glans at a l"> 
degr(H^ angle. 

I). If tluM'hild is not circunicis(»d, rc*tra( i Ilie 
fonvskin. 



Wash th(* «lans with soapy < otton balls. 
Ucgin at \ urethral npcMung: in a 
circular nianniM; wash away froni the 
meatus. lv<*p<*at twic^v i s(* a clean < <>tton 
ball (Mcb time you \v;.isli tli(» penis. 



Ilr natfi Ipr rtfthrtrrizrd IffiHfj, staii(tin(ffyr 
situ hi). If(thl(\ a Ihhi nnuf statid at thr tnilrt. If 
fUfdlpIr to sif or stand, hr nauf lir or his Intrk, 
This pmrrdnrr rrtfrirrs a rrrrpfnrlr to ratrh 
fhr Jhfirrff rrirr frtaH Ihr rofhrtrr 




Glans 



Urinary 
meatus 



A/ /ra//s sttnt (ft fhr irral ns a nd trash harard 
thr hast nl Ihr /h nis. This hrlps rraaa r 
harh ria froir Ihr a rrtr 
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7. Lubricate the tip of the t athotiM with water 
soluble lubricant. 

8. Locate the urethral opening. Hold the tip of 
l>enis erect and insert catheter gently into 
the urethral opening. Some n^sistanct* may 
be met at the bladder sphincter l\>e gentle 
but firm pressure until the niusr n*lax(*s. 

9. Insert the catheter until there is a good 
flow^ of urine. When the flow^ stops, inseii 
catheter slightly more and then w ithdraw 
a little to make sure all urine is drained. 
Rotate the catheter so that catheter 
openings have reac hi d all areas of the 
bladder 

// is also hrlfiful to harr the child tx'ar (htrn 
a couple of times while the catheter is in 
place. Ij ifon hare lyeeu trained to do so, 
applfj external manual pressure to 
cneournfff* the urine Jlo/c until thejlow 
stops, llfis }nust in* done with thceatifcter 
in place. 



* * ^DO NOT FORCE CATHETER. IF YOU 
FEEL UNUSUAL RESISTANCE, NOTIFY 
THE PARENT. ^^"^ 

Make sure the other (^nd ifthc cathder is cither 
in a reci*i)tacle toeatch urinetprfpccr the toilet. 



Bladder ^ 
Sphincters- 
muscle - 




/ / 
Catheter 

Penis 




Urethra 



10, When bladder is emptied, pinch catheter 
and withdraw. 

IL If the child is not circumcised, pull the 
fcreskin over the glans when finished. 

12, Wash, rinse and dr>^ the ( atheter if it w ill 
be used again. Store in an api)r()|)nate 
container 

Measure and ri^cord the urine* vohunc* if 
ordertHl. Dispose of urine and wash 
receptacle. 

14. IfiMiiove gi()V(vs and Witsh hands with soap 
and water 

15. Note in your log tliat lh(* pr<K (*<iure was 
don(\ 



Tliis prercnts ffriue still in the catheter fnnn 
Jhnciuff hack into the bladder 



Ri pin t to tin' parent anff ch(nn/<\ sue!/ (is chnultf 
urine, nnfct^s, hlo(Hl, fonl o<hn\ ct)lor cha nffcs (w 
unusutd uettiufj l>etui*i'n cafhrferizations. 
Hi f *.s7 * (tre s iff us (ff infection. 



Procedure for Clean Intermittent Catheterization— Female 



Procedure 

L W^ish hands with soi^p and uator. Put on 
glovt s. 

2. Explain tho procedure to t he child at her 
level of understanding. Have her do as nuu h 
of the procedun^ as she is eapahh* of, with 
super\ision as needed. 

li. Assemble etjuipment : 



Ff}ints to Remember 

Hot ffrrfh'il, 

liff i^nrounttfUfft ihr child to assist in the 
j}ror('(/un\ th('(*an -fj{rcr ishclpinff hrr to 
itilncrc HHixihnnn Si lJ care skills. 




Lubricant Catheter Cleansing 

supplies 



• Wat er-.soluble lubricant (K V J(Mly, 
Lubrifax, Surgel) 

• Catheters (plastic, rublxM ) 

• Wet wipesor cotton balls (non-sterile), |)his 
mild soap and w at(T 

• Storage recepta( le for catheter 

• Container for urin(\ 

• (iloves(if person other than child is to do 
pr(K(*dure) 

• Mirror 

4. Position the child. 



5. I)<*pending on her age, use mirror to sliow 
the child the location ol th(^ urethral 
opening. 

<r S<*parat(* tlu* labia (lips) and hold op(Mi with 
fing(*rs, Cl(»ans(\ in a direction from the lop 
of the Ial)ia toward nn tuin. Wash three* 
timers: once down each sidi» and onc(* dowp. 
th(^ middle, I se a ck^an c Uton ball (^ach 
time. 




Catheter Container Gloves 

storage 

bag 



.S7/f t)c ntthi tf i in (I lf/inf/ (H'sittitfff, lf(tbl(\ 

ffirls NfO fjsit OH Oh* tffiirt n ith hys straddled, A 
f hild HHohlr /on// naf f/ Hi' oh hrr hack, litis 
proccdnrc rcqnircsa rcccp'adc to ratcli the JIoh' 
oj Hri Hc f nan tin* ctdhctcr. 
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7. LocatiMho urinar>' inoa< us (oponin^). 
(iently insert the cat hot or until you obtain 
urino. 

8. When urino flow stops, insert c atheter 
slightly more. If no more urinc^ is obtained, 
withdraw it slightly, n)tate catheter so that 
(•atheter ojH^nings have reac hcMl all arc^is of 
the bladder 

It s alsu hrlpfiil tn ha w thr rh ild two r dmrh 
a r(Hiplr({f thnrsffp iasinv that all iU ittr 
haslH'rH nmiplrtrly (iiviufd. Ij ff^nt haw 

tmiiivd ta ih^sa, (tpplff iiiainHtl 
fWtrnial prrssuw until the ariuestaps 
JlofriHfj. Tins nmst Im^ dauv ai'th cathrtrr 
ih phu'i\ 

9. Wlu^n bladder is complet(*ly empty, pinch 
catheter and withdraw. (If usinK metal 
catheter, put fins'M' over end,) 

10. Wash and dry catheter if it is to be reused. 
Store in appropriate containcM: 

1 1 . M(*asure and record urine volume if 
ordered. Dispose of urine and wa-h 
rec(*pta( le. 

12. RtMiiove gloves and wash hands u iih soap 
and water. 

i:j. No»'^ in your log that tin* procedure* was 
d<mtv 



nvji mali arrthra isshiprt and straiffht, Krrp 
thr iithn i'iid (ff thr rathdrrf^n r thr toiirt in- thr 
rcfv ptarlr. 



Bladder 



Urinary 
meatus 



Catheter 




Urethra 



lids prrrrnts Hrinr still iu rathrtrrfrom 
thnriiffi hark iutn thr l^laiUU ^iUnioif 
irithffnfuvl. 



Rrpart ta thr parent aH//rhan(frsarh asrhmdff 
arim\ uturas, UUhkI, Jnal inUn: rnt(^rrh(fff(/rsar 
//////.Si, a rttiini Ix'tirrrn rathrtrrizalifnis. 
Thrsr arr si(/as iff iufrrtinu. 
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Possible Problems 




Observations 



Reason/Action 



HlcHHlinji from uivthra 



Inability to pass < ath(M<T 



No urino on cathetcM ization 



Cloudy urim\ nuu iis, blotxl. foul odoi; (*olor 
chanHos or unusual wottin^; luM wihmi 
catheterizations 



This UHifi iH'ihiv to tnunnff (ff fhr inrthra 
(n' iU'iHffrfj trad injvrtiou, lUscftnthnfc 
rutlii U^riZittiuH, ( ntiturt parrnl ami ilortur. 

Th is mafi in' ihir to inny^fjsrff sph iurttT fonr 
(^lusvtl bff afu iclff (n sfxism. 

In fjirls—rhcrk rathrtrr i>la<v)nrHt, Tliv rathrtrr 
maff Ik' in Ihr roffiita, Ifrathfif'P' is in ihi- 
ruijimt, do not use; fisva cletiH cathvtrn 

In iHHfs—rrj^osition iH'Hisfnnl usrf;ri(tl(' hnt 
Jinn pn'ssnn* nntil thv sphincU^r rrlasrs. 

If a HSHrcfssfui NOlifff pa rrnt doctor far Jurthf^r 
instructions, 

TU is nfd tj fn' due to intpn^pvr placrnwnt (ff 
Ciuhrtcn CUiTk iH^sitiiOi ofrothctrr 

This nniif dur to a urinarf/ trort infection 
Ahrofjs fvport to piuvnt onffchonf/cs in the 
child s nsHol pattern. 
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General Information Sheet 

Children Who Use Clean Intermittent Catheterization 



IVar(toai*hoi; huuh aide, busdriwi. 

(student) has a condition that miuires clean intermittent 

eatheterization. This is a simple and sate proecKline t hat helps the ehiUi empty Ids oi her bhuldcM' 
he(*auso the bladder is unable to empty on its own. This helps to prev(*nt wtMness or urinary 
infections. 

The child or another person empties the bladder by putting a clean, small tube (cat heter) into the 
bladder and letting the urine drain out. This is usually done in the bathroom or in the health office. 
Most children need to do this eveiy four to six hours during the day. 

Unless the ( hiid luus a condition that otherwise would interfere with his or hei participation in 
physical education or other school activ it ies, theiv is no ixi'ason why he or she cannot participate 
fidly. Special ( onsideration may need to be given to the timing of catheteriziUion, based on the child's 
schedule, for field trips or otlu»r ai1i\ ities w here the child may not have access to a bathroom. This 
imuedure should be done in a private pla<v. If the student has any problems, contact: 



These staff memlx^'s have been trained to deal with any probicmis that may arise with this student. 

Foi* more information aliout this procedure or i he child's needs, consult the school nurse for 
guidelines and chiKbspecific information. 
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Gastrointestinal System 



Structure and Function 




The gastrointestinal system breaks down food into basic nutrients that can feed the cells 
of the body. Functionally, th<^ gastrointestinal tract is divided into two parts— upper and 
lower. 

The upper flastnuntestinal tract is where digestion and absor])tion of most of the nutrients 
occurs. The mouth, throat, esophagus, stcmiach and small intestine are components of this part 
of the digestive tract. 

The mouth is where processing of food starts. Chewing is important because digestion is 
more effective with smaller parti(*les. The food is swallowed and passes through the throat, tlien 
through the esophagus. 

The esophagus is a straight tube about ten inches in length. It dt^scends from the ba.se of the 
throat behind the trachea to the stomach. 

The stomach is a curved pouch-like organ that is loca ?d under the diaphragm in the upper 
left portion of the abdomen. The stomach partially digests food and regulates passage of food to 
the rest of the gastrointestinal tract . 

The small intestine is approximately 12 feet long. The duodenum, jejunum and ileum are 
parts of the small intestine, Food passes fnmi the stomach through the small intestine, where 
most digestion and abs(^rption of nutrients 
takes place. 

The lower gastrointestinal tract consists 
of the large intestine. This is where water 
is reabsorbed and undigested food is con- 
solidated into fecal waste. 

The large intestine extends from the 
end of the small intestine to the rectum. 
The anus is the opening to the outside of 
the body. 

Function 

I)igesti(m takes place* in two ways: 

• Mechanical' chewing and stomach 

contractions break 
down food. 

• Chemical: food is broken down 

by digestive acids and 
enzymes. 

The digested food is absorbed through 
the lining of the intestine and then enters 
the bloodstream wIkmo it iscarri(*d to 
the cells. 
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Colostomy 




Purpose 



A colostomy is a surgical opening in the large intestine, which is used to drain feces when pait of 
the colon is disconnected or removed due to accident or disease. The end of the remaining i)iece of 
colon is brought out to the surface of the abdomen and stitched in place after it has been folded back 
onto itself. 

Some students have two stomas, either from a loop colostomy or from a double barreled 
colostomy. In these cases, the last part of the colon may not function, or only part of the colon may 
have been removed. One of the stomas will function as the colostomy w^here the stool comes out . 
The other opening, which is closer to the rectum, is called a mucus fistula. No stool comes out of this 
stoma, only mucus, w hich the colon normally makes. Some students who have colostomies like this 
may occcisionally pass mucus from their rectum w hen they sit on the toilet. The ostomy is covered by 
a bag which collects the feces. 



Colostomies 




Single Double barrel Loop 



Stoma Care 

The goal is to keep th(» skin and stoma clean and healthy. (lo(;d skin can* is essential as dis( harge 
from the ostomy can be irritating to the skin around the stoma. A properly fitting barrier should b(» 
applied around the stoma to pr()te( t the skin from any leakage. 

Suggested Settings 

The child or care giver empt ies t he poiK h in a private i)lace, such as a bat broom or t he healt h 
offi( e and stoma care is done when needed. The* bag should l>e emptied before it is full or if a leak 
occurs. Some chikhen way want to have an extra change of clothes at school. A child should Ix* able 
to participate in all sc hool activities, including physic al education. 

Suggp^ted Personnel and Training 

Stoma care can hv done by the student, school nurse or oth(»r adult with proven compi^tency 
ba.se(l training in ai>pn>priate tedinicjues and problem mnnagement . School piMsonnel wlio have* 
regular contact with a student with a colo.stomy should receive general training, covering the child's 
spe( iai health care needs and potential probkMns, as well as how to obtain i4ssistanc(» if problems 
occur. 
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The Health Care Plan: Issues for Special Consideration 

Each St udonts Health Caro Plan must be tailored to indiv idual needs. The lollowing sect ion 
covers the proced jre for colostomy can* and possible problems and emergi^m u*s t hat might aris(\ 
It is essential that this sedion be reviewed before writing t he Health Care Plan. 

A sample Health Care Plan is included in the Useful Documents section of this manual. It may be 
copied and used to develoj) a plan for each student . For a child with a (Colostomy, the following? items 
should receive particular attention: 

• The student should have ready access to his her equii>ment and a private bathroom with a sink. 

• Depending on the child's ability, a goal should be to foster independence in performing his her 
own colostomy care. 

• The student may want to bring an extra (iiange of clothing to school 

• The student s baseline status (stool consistency, freciuency, vXv.) 
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Procedure to Change a Colostomy Bag 



Procedure 

1. Explain procedure at the child s level of 
understanding. 



2. Assemble equipment: 



Points to Remember 

By vitcou raging the ch ild Up assist in the 
pnHvdure, the (ure-giv^n* is helping the student 
to ach ieve nuui ninm self-care skilLs, 




Soap Cloth Skin Adhe- Skin Scissors Bag Measur- Gloves Tape 
and prep sive barrier and ing 

water belt guide 



• Mild soap and water 

• Soft cloth or gauze 

• Skin preparation (see child specific 
guidelines) 

• Adhesive 

• Scissors, if specified 

• Clean bag and belt, if needed 

• Measuring guide, if needed 

• Clean gloves if bag is to be changed by 
someone other than student 

• ^hp€^ if needed 

3. Wash hands and put on gloves. 

4. Empty ccmtenis of bag student is wearing. 

5. Carefully remove the used bag and skin 
barrier by pushing the skin away from the 
bag, instead of pulling the bag or f the skin. 

6. Wash the stoma area using clean cloth or 
g .uze. DO NOT SCRUB. 

7. Inspect skin for redness, rash, bkH^iing or 
blistering. 



Each student should have a complete set-up 
at school with a spare hag. 



I 




It there is ^kin irritation, cherkchild-spcrific 
guidelines. Do not pnt niediattion, ointment or 
adhvsire on the damaged skin. Report skin 
irritation to school nnrse a tnl or parod. 
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8. Pat stoma and skin dry. 

9. If a skin barrier is used that requires fitting, 
measure stoma per child-speeifie 
guidelines. Plac e skin barrier on skin 
around stoma. 



10. Peel off backing from adhesive on bag, or 
apply adhesive to bag, if needed. 

1 1 . Remove used gauze and discard in 
appropriate rec eptacle. 

12. Center the new bag directly over the stoma. 




V 

VL Firmly press t he bag to the skin barrier so 
there an^ no wrinkles and no leaks. 

14 . Remove gloves and wash hands. 

15. Document in log that the procedure was 
done. 




If indicated, apov the txtg to (tllotr in a snudl 
(unouHt (it air, then seal the drain. If a belt is 
used to fasten bag, attach tr^bag. 

lieport to parent an/jehanffc in stool pattern. 
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Possible Problems 



Observations 



Reason/Action 



Odor 



Lt»akage 



BkM*ding from Stoma 



Irritation Skin Breakdown around Stoma 



Skin Is Raw or Wc^eping 

A liash with Small lied Spots 

Change in Stool I^ttern 



A tymp(rIjij(V}T(1Jorcf}lost()tnfjshoul(l not ha vr 
a persistent odor If there is an odor, eheeh jora 
leak in the l)a<forJora poorseai 

Cheek to see if bag is too full, or (f it has a leak. 
Other eanses include inadeipmte or imprf^per 
stoma care; improper hag size for stoma; or a 
ehange in stool pattern (diarrhea). 

ne stoma is veryea.sily irritated. Thi.s may 
hapjxm if it is rubtx'd too hard during 
cleaning, or if nicked with a fingernail. 
Usually the bleed huj stops (pi ickly. If it doesn 7, 
opply gentle pressure and notify the parent, (f a 
large area of the stoma apjx'ars to he bleeding, 
notify the pa rent or the doctor, 

(Isually th is is due to improper stoma care, 
such as poor seal of the bag or infidequate 
barrier on the skin. If the skin is just red, make 
sure that skin harrier is projyerly applied. Also, 
check that the student is not using any nev' 
barrier or adhesive preparation (possible 
allergic reaction). 

Contact the parent or drnior. 

may l}e a yeast infection. Clean and dry 
the skin carefully and notify the parent. 

If the student is having either looser .stools than 
Infore, (w much feu er, notify the parent. 77/ /,s 
nuty l)e due diet rha nyes or illness. 
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General Information Sheet 

Children with Colostomies 



Dear (Tbacher, lunch aide, bus driver, etc.): 



(Student) has a condition that requires a 



colostomy. This is an opening on the surface of the abdomen into th^ large intestine, which allows the 
body to eliminate stool because the child is unable to do so. The opening, or stoma, is covered by a 
plastic pouch which serves as a container for waste until it can be emptied. The child or another 
person empties the pouch and cleans the stoma when needed in the bathroom. 

Unless the student has a condition that otherwise interferes with his or her participation in 
physical education or other activities, there is no reason that he or she cannot participate fully. It is 
very difficult for a stoma to be ir\jured. It can be bumped, leaned on, or slept on without problems. 
The pouch is firmly attached and should not come off under normal circumstances. The student 
should be allowed easy access to private bathroom facilities. 

If the student has any problems with his/her colostomy, contact: 



These staff members have been trained to deal with any problems that may arise with this student. 

For more information about colostomies or the student's needs, consult the school nurse or the 
parent. 
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Ileostomy 

Purpose 

An ileostomy is a surgical opening in the small intestine which is used to drain feces if the colon 
has been removed, or is unable to be used due to disease or injury. The end of the ileum is brought out 
to the surface of the abdomen and is stitched in place after it has been folded back onto itself, 

Ty.e stonia may seem to pmtrude like a nipple, unlike the flatter stoma in a colostomy This is 
because the fecal matter fn>m ileostomies is very irritating to the surrt anding skin, and the nipple 
helps to direct the drainage into the ostomy bag Because food is not completely digested without the 
colon, dischai-ge from the ileostomy stoma is usually pasty, but may be watery. Discharge will be fairly 
constant, with more after meals and a little less during the niglit. Foods that are difficult to digest, 
such fis tomato skins or com, will be passed from the ileostomy looking very much the same as when 
eaten. Students with ileostomies must be careful about what they eat so the ileostomy does not 
become blocked. 

Another type of ileostomy, now used in some children, is the continent ileostomy. In this type of 
ileostomy, the surgeon makes an internal pouch from the end of the ileum under the skin. A valve is 
also made from the end of the intestine, which keeps most gas and the stool inside the pouch until it 
Ls emptied. The internal pouch is emptied four to six times a day by putting a catheter into the valve 
and draining the contents. Children with a continent ileostomy will still have a stoma, but t>ieir stoma 
care is usually simpler than with the other type of ileostomy. 

Stoma Care 

Tlie goal is to keep the skin md stoma clea 
and healthy. G(K>d skin care is esseni al, as 
discharge from the ostomy can be k: itating to 
the skin around the stoma. A properly fitting 
barrier should be applied an>und the stoma to 
protect the skin from any leakage. 

Suggested Settings 

The child or care-giver empties the pouch 
in a private place, such as a bathroom or the 
health office and does stoma care when 
needed. The bag should be emptied before 
it is full or if a leak oc curs. Some students may 
want to have an extra c hang(» of clothes at 
school. Tlie student should be able to partici- 
pate in all school activities, including physical 
e^ducation. 




Ileostomy 
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Suggested Personnel and Training 

Stoma care can be done by the student , school nurst^ oi ot her aduh w jtli proven < ompeteney- 
based training in approi)riate technitiues and problem management . School personnel who have 
contact with a student with an ileostomy should receive general training, wiiich covers the child s 
special health care needs and [)otenlial problems, as well jis how to obtain assistance if problems 
occur 

The ba.sic skills checklist included at the end of the manual can be used as a foundation for 
competenc>^-based training in appropriate techniques. It outlines specific procedures step-by-step. 
Once the procedures have been mastered, the completed checklist serves as documentation of 
training. 

The Health Care Plan: Issues for Special Consideration 

Each student's Health Care Plan should be tailored to individual needs. The following section 
covers the procedure for ileostomy care, as well as possible problems that might arise. It is essential 
that these guidelines be reviewed before writing the Health Care Plan, 

A sample Health Care Plan is included in the Useful Documents section of this manual. It may be 
copied and used to develop a plan for each student. For a student with an ileostomy, the following 
items should receive particular attention: 

• The student should have ready access to t he necessary equipment and a private bathmom 
with a sink. 

• The student should be encouraged to learn to perform his or her ostomy care independently 
depending on ability. 

• Some children with ileostomies may require a modified diet. 

• The student's baseline status (stool consistency, volume, etc.). 
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Procedure for Changing an Ileostomy Bag 



Procedure 

1 . Explain i)r(KO<luie according tochilcrs low 
i)f undei^standin^. 



2. Assemble e(|ui|)n\ent : 



Points to Remember 

lit/ curouraffifig tln' rhiUl to assist in thr 
prfHcdurc thr v(trv-(fivrr is UrtpiKif thr child to 
nrhirve nnixihuim sclf-ctttvskilis. 




Soap Cloth Skin Adhe- Skin Scissors Bag Measur- Gloves Tape 
and prep sive barrier and ing 



water 

• Mild soap and water 

• Soft cloth or gauze 

• Skin preparation 

• Adhesive 

• Scissors, if specified 

• Clean bag and belt , if needed 

• Clean gloves (if bag is to be changed by 
someone other than student) 

• Tlipe, if needed 

• Catheter if continent ileostomy 

3. Wash hands and put on gloves. 

4. E^nipty contents of used bag into toilet . 

5. Carefully remove the used bag and skin 
barrier by pushing the skin away from tlu* 
bag, instead of pulling the bag off the skin. 

(). Wash the stoma using ( lean cloth or gauze. 
Cover the stoma with gauze or doth and 
clean the skin aroimd the stoma. 



belt guide 



E<(f'h studrnt should harou cohti^U tr sct-ni) 
at school u ith a spare Ifar/, 



Xot //crrw.sY//7y ifstndcut isdoiitfj j)roccdin'c 
anassistcd. 



If a skin harrier is used that rcf/aircsfittiafj. 
a/casarc stoHHL 



DO NOT SCRUB THE STOMA OR 
THE SKIN, 
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7. Inspect the skin for redness, rash oi' 
hiistering. 

8. Pat skin dry. 

9. Phiee skin harrier on skin around stoma. 

10. Peel off hacking from adhesive, or apply 
adhesive to bag if necessary. 

11. Remove gauze. 

12* Center the new bag directly over 
the stoma. 




l;l. Firmly press the hag to the skin barrier so 
there are no leaks or wrinkles. 

14, Ri^move gloves and wash hands. 

IT). I)o(*ument in log that procedure* was 
completed. 



IJ tUnv is skin irrHatioH, rhvck chi}d-si>ecific 
ffiudelhivs. Do not put invilicuti<ni, (phituirnt or 
adhrsireoH thr danuiffrd skhi. Ht'i^^rt skin 
irritiitiou ti^ school }ufrsran(i or {h n nt. 




If indicated, open the bag to all<nr in a small 
ainf^nnt (ffaifi then seal drain. 



Rrpnrt to the parent a nt/ eha nf/e in stool 
pattern. 
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Possible Problems 




Observations 

Odor 



BletHlin^ Inun Stoma 



Irritation Skin lirrakdovvn around Stoma 




Skin Is Itaw or \Vc»oping 
liash with Small liinl Dots 

Chanjio in Stool I^ittern 



Reason Action 

A in'fpjH riff fffrrd for flrostonfffshoahl rut h(frr 
a prrststf'Hf nilar Ij fifrrr isfUf <kIok chrrkjor 
an iiiiiiniprrhlrti*a}hd bitifin brlt. ant Irak 
a ran ml fhrstonfa nr i u thr hiuj ilsrlj, 

( hrrk to .sY'f' iftHiff is t( to fall or hfts a Irak, ()th^*r 
rofisrs inchidf hindnj^aiti* or itftpn^prrcfrrr, 
(rn^Hf/ hoff sizrjitr st(}nui orchanf/r in amoiml 
(pf jrrol firai}fO(p\ 

Tm slonni is rrnj rasilff irritatnl. Tins ma/f 
happrn if it isntblH'd tao hard iluriuf) rlrair 
ia<i, or ij Hirkf'd trith ufiminniaiL Vsaallti the 
blvi diiHi sti^psquicklfi If it d(HJsu'ty ai^ply fjrpdir 
pPi ssarrfntd f^otify thr inimd, if d hnyjearra 
of thrstonta i^pjH'ars to Ih' hirrdimj, Pff^tifff thr 
parrnt or thr doctor 

I suallfj this is dae to iuipn^prr stiinnt rarror to 
OH iiatdeiiuatv InnrirroH the skin. Feral d is- 
rhar;fe fh)PH ilet^stowies is rep fj in ilatiiu) to the 
skin (life t(f the presence i)fdigest i re juires in 
thrjhnd, Tlierefopv, it is rerff important to hare 
a i>ntprrseal afid skin han ieK Also, rherk that 
thvstadeat is not asingapiy new pyy^imration 
that iniijht heeausi)f(/ an a I lepyie reaction, 

(^otdaet the paretit or doi*toK 

This nntff t>i <t ifrast infection. Clean anddrjf 
the skin earffalhf and not if (f the parent. 

If the student either has nnn^e waterff stools 
than asual or has not had anf/ diseharfjefronf 
the ilenstoniff. )fot if'ff the parent, llus nnuj l)e 
dnr tf^ did rha n<fesor illness. 
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General Information Sheet 

Children with Ueostomies 



Dear (Tbac-hor, lunch akio, bus drivoi; otc): 



(Student) has a rondition that requires an 



ileost r)n:y. This is an opening on the surface of t he abdomen into the small intestine, which allow s the 
lK)dy to eliminate stool because the child is unable to do so. The opening, or stoma, is covered l)y a 
plastic pouch which ser\^es as a container for waste until it can l)e emptied. The child or anot her 
person empties the pouch and cleans the stoma, when needed, in the bathroom. 

Unless the student has a condition that otherwise would interfere with his or her participation in 
physical education or other activities, there is no reason that he or she cannot participate fully. It is 
very difficult for a stoma to be injured. It can be bumped, leaned on or slept on without problem. The 
pouch is firmly attached, and should not come off under normal circ umstances. Tht student should 
be allowed easy access to private bathroom facilities. 

If the student has any problems with his her ileostomy, contact : 



These staff members have been trained to deal with any problems that may arise with this student. 
F()r more information about ileostomies or the student s needs, (Oiisult the s< hool or parent . 



erIc 



PR( UECT SCH< K )h VMiE-iA IDELINKS P()R CARE 



Urostomy 



Urinary System— Structure and Function 

The urinarj^ system filters waste material from tlie blood and eliminates it from the l)ocly as urine. 

Kidneys: Two bean-shaped organs, one at 
each side of the spine at the back of the upper 
abdoiT»?n, which regulate the amount of water 
and salt in the body. Ninety percent of wat er 
that the kidneys remove from the blood is 
recycled back into the blood, after filtering out 
waste. 

Blood Vessels: iienal arteries carrj^ blood 
fmm the main artery to the kidneys where 
waste is filtered out; the renal veins take 
cleansed blood away from the kidneys. 

Ureters: Narrow tubes that carn^ t he waste 
liquid (urine) from the kidneys to the bladder. 

Bladder: Reservoir for storing the waste 
liquid (urine) until it is ready to be discharged 
fn)m the body. 

^>ethra: Tube leading from the bladder to 
the i. t^side opening of the body. 

Meatus: The external opening. 

• In boys, at the tip of the penis. 

• In girls, bet ween the labia, just above 
the vagina. 

Purpose 

A urostomy, or urinary diversion, is an artificial site for urine to come out of the body. A urostomy 
is made by a surgeon when the bladder has been removed or has been byjiassed. Like other types of 
ostomies, the stoma for the urostomy is on the abdomen, and the urine drains into a bag or pouch. 

There are two common kinds of urinary diversions. The first type is an ileal conduit, where the* 
ureters are attached surgically to a piece of the small intestine, and then brought out to ihe surface of 
the abdomen to form a stoma. This looks like an ileostomy but stool does not drain out. The second 
type is a ureterostomy, where both or one of the ureters are brought directly out to the surface of 
the abdomen. Sometimes the stomas in ureterostomies will be pale pink, or look as if they are covcned 
by skin. Bee ause the bladder has been bypassed, the urostomies will continuously drain urine into the 
bag or pouch. 

Urostomies 
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Some children will have a third tyjw of 
urostomy, called a vesicostomy. This is an 
opening fmm the bladder directly to the surface 
of the skin* Some vesicostomies are called 
**continent,*' if the surgeon has made a pouch 
out of the bladder under the skin to hold the 
urine inside it until it is drained with a catheter. 
Continent vesicostomies also have a stoma. The 
more usual type of vesicostomy allows the urine 
to drain continuously into a bag or dressing 
covering the stoma. Most vesicostomies are used 
as temporary means of draining urine. 

Stoma Care 

Tlie goal is to keep the skin and stoma clean and healthy (iood skin care is essential as discharge 
from the ostomy can be irritating to the skin around the stoma. A properly fitting barrier should be 
applied around the stoma to protect the skin from any leakage. 

Suggested Settings 

Stoma care should be done in a private place, such as a bathroom or the health office. The bag 
should be emptied before it is full or if a leak occurs. Some students may want to have an extra 
change of clothes at school. The student should be able to participate in all school activities, including 
physical education. 

Suggested Personnel 

Stoma care can be done by the student, school nurse or other adult with proven competency- 
babied training in appropriate techniques and problem management . School personnel with regular 
contact with a student with a urostomy must receive general training, covering the child's special 
health care needs and potential problems, as w^ell as how to obtain assistance if a problem occurs. 

The basic skills checklist included at the end of this manual can be used as a foundation for 
competency-based training in appropriate techniques. It out lines specific procedures stepby-step. 
Once the procedures have been mastered, the completed checklist serves as documentation of 
training. 

The Health Care Plan: Issues for Special Consideration 

Each student's Health Care Plan should be tailored to individual needs. The following? sect ion 
covers the procedures for urostomy care, as well as potential problems that might arise. It is essential 
that these guidelines be reviewed before writing the Health Care Plan, 

A sample Health C^are Plan is included in the Useful Documents section of this manual. It may bo 
copied and used todevelopa plan for each student. For a student with a urostomy the following 
items should receive particular attention: 

• The student should have ready access to his or her ecjuipment and private hathroom facilities 
with a sink. 

• Depending on the student s ability he or she shoidd be encouraged to perform urostomy 
self-can* independently 

• Crostomies should not have an odor. If present , an odor may indicate inade<}uate care or a leak 

• The student may want to bring a change of clothing to school. 

• The student s baseline status (urine volume and color, etc) 
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Procedure to Change a Urostomy Bag 



Procedure 

1. Explain procedure at the child's level of 
understanding. 



2. Assemble equipment 



PiDints Tb Remember 

Bij encouraging the eh fid to assist in the 
pnKvdure the care-giiH^r is helping the chiM 
to achiet>p maa imum self-rare skills. 




Soap Cloth Skin Adhe- Skin Scissors Bag Measur- Gloves Tape 
and prep sive barrier and ing 

water belt guide 



• Mild soap and water 

• Soft cloth or gauze 

• Skin preparation 

• Adhesive 

• Scissors, if specified 

• Clean bag and belt, if needed 

• Container to clean and store used bag 

• Disinfectant solution for cleaning bag 

• Clean gloves (if bag is to be changed by 
someone other than the student ) 

• Tlipe, if needed 

• Catheter, if a continent vesicostomy 

3. Wash hands and apply gloves. 

4. Empty contents of used bag into toilet . 

5. Carefully remove the used bag and skin 
barrier by pushing the skin away from the 
bag, instead of pulling the bag off the skin. 



6. Wash the .stoma using clean cloth or gauze 



Each ch ild should ha ve a complete set-up at 
schrxd with a spare bag. Fbr ureterostomies, the 
Img should have an anti-n^flu^r calve to prevent 
urine f mm going hack into the stoma. 



if a skin harrier is used that re(pnresfittinfj, 
m easu re stotn a per eh iUI-sperific gu idcl ines. 




".0 



(ahw the stoma tritli f/auzc or cloth atnl clean 
the skin around the stoma. DO NOT SCRUB 
THE STOMA OR THE SKIN. 
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7. Inspect the skin for rodness, rash or 
blistering, 

8. Pat skin dr>^ 

9. Place skin barrier on skin around stoma per 
child-specific guidelines. 



10. Apply adhesive to bag, or peel off backing 
if the adhesive is already on the bag. 

11. Remove gauze first. 

12* Center the new bag directly over the stoma. 




VS. Firmly press the bag to the skin barrier so 
there are no wrinkles or leaks. 

14. Remove gloves and wash hands. 

15, Document in log that procedure was 
completed. 



Ifthe^v isskiu hTUatnm chtrkchiM-sjMrifir 
(juidrlhH's, />> Not put tnediratiou, i)ivt}Heut 
arndhi sivr on the damaged ski Rn^port skhi 
irntathfU t()srh(fol nursrand or patvHt. 




If imlirated, o}xni the Ixt^; to allow iu a small 
amouid of air, then setd bottom, if the bag has a 
l>ottom drain. 



li'port to ixm'ut anf/rhaHge in urine jxtttrrn. 
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Possible Problems 



Observations 

Odor 

Leakage 

Bleeding fmm stoma 

Irritation skin breakdown around stoma 

Skin is raw or weeping 
A rash with small red dots 

Decrease or change in the flow of urine 



Reason/Action 

Ffvsh ^niffesfwuld vot hafH^uff (HUm Iflh^fr' is 
a N odoVy vherkjor an irnpmjH'rhj cleaned txuf or 
Mt, or a leak a wund the stoma or /r? the Ixnj 
it.self URINARY TRACT INFECTIONS MAY 
CAUSE THE URINE TO HAVE A STRONG 
SMELL, 

Check to see if the Ixig is tofjfull or ha.s a Imk. 
Other onuses include inadequate or imjmjper 
stoma care (such as injadcqvate adhi^si i'c). or 
incorTect tmg size for the stoma, 

Tfie stoma i.s iH^ry easily i}^i fated Ttris may 
happen if it is rubbed t(X)hard duri mi cleaning 
or if nicked with a fingernail. Usually the 
bleeding sUyps quickly. Ifitdoesn% apply gentle 
pressure and notify the jHuy^vt, If a large area 
of the .stom a a pimi rs to l)e bleeding, not ify the 
parent or the doctor 

Usually th i.s i.s due to iniprojyer stoma can% or 
to inadetpiate Imrrieron the skin. Also, check 
that the student is not usiuffany new 
prepa ration that m ight be causing an allergic 
fraction. 

Contact thi y>a rent or the doctor. 

Tfi is may he a yeast infection. Clea n apid drg 
the skin canfullgand notify the parent. 

Tliis may occu r if the uretemstouu/ has 
Nunoued, Notify the parent (f any clumgc 
in urine fJ(ju\ 
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General Information Sheet 

Children with Urostomies 



Dear(TVacher, lunch aide, bus driver, etc.): 



(Student) has a condition that rtHiuin»s a 



urostomy. This is an opening on the surface of the abdomen, which allows the urine to come out of 
the body when the student is unable to pass urine in the usual way. Depending on the child\s 
condition, the o[>ening will be in different partes of the urinary system. The opening, or stoma, is 
covered by a plastic pouch which serves as a container for waste until it can be emptied. The child 
or another person empties the |>ouch and cleans the stoma, when needed, in the bathnwm. 

Unless the student has a condition that otherwist^ would interfere with his or her participation in 
physical education or other activities, there is no reason why he or she cannot participate fully. It is 
very difficult for a stoma to be iryured. The pouch is finnly attached, and should not come off under 
normal circumstances. The student should be allowed easy access to private bathnmm facilities. 

If the student has any pn)blems with hLs/her un)stomy, contact: 



These staff members have been trainee! to deal with any pn)blems that may arise with this student. 

For more information about urostomies or the student s needs, consult the school nurse or the 
parent . 
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Disorders Affecting tlie Respiratory System 

Many disorders and conditions can affect tlie respiratory system and cause the need for oxyj^en, 
suctioning, trachtMistomy or ventilatory assistance. 

Disorders of the nervous system that may affect the strength and effectiveness of 
re8pirator>' movements: 

• Brain damage fr«)m inadequate oxygen due to head trauma, drowning, suffocation or other 
accidents. 

• Spinal cord ir\juries. 

• Neummuscular di.sorders such as polio and Lou Gehrig's disease. 

Disorders of the muscles that may affect the strength and effectiveness of the respiratory 
movements: 

• Ii\juries to the chest wall or the diaphragm. 

• Conditions such as mu.scular dystrophy. 

Problems of the upper airway that may affect passage of air to and from the lungs: 

• Structural problems of the nasal oral cavity, such as cleft palate or blockage «>f the nasal 
paissages (choanal atresia). 

• Disorders affecting the ability to swallow, such as muscular dystrophy, cerebral palsy, and burns 
of the airway. 

• Blockages caused by tumt>rs, swelling, and scarring that narrow the airway 

Problems of the lower airway that may affect passage of air or normal respiratory 
function: 

• Swelling, scarring and other structural blockages in the trachea. 

• Cy.stic fibrosis, which causes increased amounts of thick mucus in the lung anrl airway. 

• Bn)nchopulmonary dysplasia, causing chronic oxygen dependency due to lung scarring. 

• A.sthma, which may also necessitate chronic oxygen use. 
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Oxygen Use 

Purpose 

Oxygen is used to pmvide oxygen needed for body functions, to relieve shortness of breath and to 
reduce the workload of the heart * 

Oxygen use is indicated for physical conditions in which a child is unable to get enough oxygen 
into the body or needs more oxygen, such chmnic lung conditions like bronchopulmonary 
dysplasia (BPD) or cystic fibrosis (CF), or heart pn)blems. 

Suggested Settings 

Wherever the child is. 

♦ ♦ WARNING— THERE SHOULD BE NO SMOKING, OPEN FLAME OR HEAT SOURCE CLOSE 
TO THE OXYGEN; THIS MAS INCREASE THE RISK OF FIRE. EQUIPMENT AND OXYGEN 
SUPPiy MUST BE CHECKED AT LEAST DAHY, OR MORE OFTEN, DEPENDING ON THE 
EQUIPMENT.*** 

Suggested Personnel and Training 

Oxygen may be administered through a nasal cannula or a mask by the school nurse or other adult 
with proven competency-based training in appmpriate techniques and problem management. 

Use of tracheostomy collars requires a registered nurse or respiratory therapist with training, due 
to the care needs of the child with a tracheostomy. 

Any school personnel with regular contact with a student who requires oxygen must receive 
general training, covering the child's special health care needs and potential problems, as well as how 
to implement the emergency plan, 

The basic skills checklists included at the end of this manual can be used as a foundation for 
competency-based training in apprt>priate techniques. They outline specific procedures for oxygen 
use step-by-step. Once the procedures have been mastered, the completed checklists serve as 
documentation of t raining 

The Health Care Plan: Issues for Special Consideration 

Each student's Health Care Plan must be tailored to individual needs. The following sect ion 
covers the procedure for oxygen use and possible problems and emergencies that may arise. It is 
essential that this section be reviewed before writing the Health Care Plan. 

A sample Health Care Plan is included in the Useful Documents section of this manual. It may be 
copied and used to develop a plan for each student. For a child who requires oxygen, the following 
items si ould receive particular attention; 

• The St udent's underlying condition and possible problems associated wit h the condit ion or 
treat ment , 

• Oxygen safety precaution:^ including posting of "Oxygen in use'' warnings. 

• Spare oxygen supply and safe storage when not in use. 

• Adaptation of classroom for necessary equipment and storage (length of tubing, oxygen source), 

• Signs and symptoms shown by the student when not receiving adecjuale oxygen (cyanosis, 
agitation or distress.) 

• The student s baseline status, including color, respirator>^ rate, pulse and blood i)ressure. 

• The child's ability to recjues' oxygen or assistance. 

• The percentage and or litre flow of oxygen prescribed. 
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Respiratory System 



Structure and Function 

Brt^athing is the use* of oxygen i\s a sounv of onerg>' for t ho body, and the ex( hangc of oxygcMi for 
carbon dioxide. The exchange of thest^ gases takes phire in the alveoli (tiny air siics) of thc^ lungs. 

The respiratory system can ho divided in two parts: t he upi>er airA^ay and t he lower airway. 

The Upper Airway: Air enters the body througli the nose and mouthto nw^hthe pharynx (back 
of the throat), befon^ passing through the lar>^nx (voice box) to the trachea (wind pipe). 

As air enters the nose, larger dust particles an* filtered out by the hairs in the nostrils. The air 
then passes thnnigh the nose, where a large area of moist mucus membrane adds moistuix^ and warms 
the air to body temperature. When air niches the back of the throat , bacteria and virusc^s are again 
filtered by the tonsils and adenoids. 

Air then passes thr<mgh the larynx and down into the trachea. This passage of air thn)Ugh the 
larynx during inhalation (breathing in) and exhalation (breathing out ) is essential for normal speech 
production. 

Mucus comes from t he t issues t hat line bot h t he upper and lower aimay. When this fluid is n< >t 
warmed and humidified in a natural way, the mucus can dr>^ and partially or completely solidify, 
causing a blockage in the airway. 



The Lower Airway: The trac hea divides into the two main air tubes (the right bronchus and t h(» 
left hnmchus), Kach bronchus sul)divid<'s into sniali<M' brom hi that enter each lobe of the lungs. The 
bronchi then subdivide further into smaller ducts that (Miter each individual alV(Milus (air sa( ). it is 
here that the actual exchange of oxygen and carlxm dioxide lakes place. 

The lungs occui)y ^^^^^^^ of the (best cavity. They an» elastic stnictun^s continuously filling and 
shrinking with (wh breath of air. 

The main muscles of bn^athing are tlu* diaphragm and the intcMX'ostal musc les, located betwecMi 
the ribs during normal breathing. The bn*athing (respiratory) rate in an adult is about Ti-Kitinu^s a 
minute, in a baby alxait 24-'i() times a minute, and l()-2(> tinuvsa minute^ for a school age child. In any 
pei*son thi se rates will vary (l(»p(Mi<lingon(*X(»rcis(\ excit<*ment and illness. 




Adenoid 



Left 



bronchus 
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Oxygen Safety Precautions 



• Do not smoke or allow open flames, heaters, or radiators near oxygen. 

• Never permit oil, grease or higlily flammable material to come in 
contact with oxygen cylinders, liquid oxygen, valves, regulators or 
fittings. Do not lubricate with oil or other flammable substances, and 
do not handle equipment with greasy hands or rags. 

• Never put anything over gas cylinder. 

• Know who the home oxygen supply company contact person is; have 
number posted in an obvious place. 

• Return any defective equipment to the authorized company for 
replacement. 

• Have spare oxygen readily accessible, based on the student's needs. 
Tliis should be stored safely in a secure place. 

• Extra tubing and tank equipment (wrenches, etc.) must be kept in an 
easily accessible place. 

• If using oxygen gas, be sure that the tank is securely placed in its stand 
and cannot fall or be knocked over. 

• Be careful that the oxygen tubing does not become kinked, blocked or 
disconnected. 

• Use only the flow meter setting prescribed by the child's doctor. 

• The local Are dei)artnient should !)e notified that oxygen is in u.se in the 
school. 
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Equipment 

Oxygen sources: 

• Oxygen gas in a cylinder (tank) 

Tlie amount of oxygen available in the tank is indicated by the pressure j?aiij{e on the tank. 

• Tank stand 

• Regulator (pressure) valve 

• Wrench for valve 

• Oxygen liquid in tank (thermos) 

The amount of oxygen available is indicated by the pressure gauge. 

• Tknk carrier 

• Oxygen concentrator (an electric machine that extracts oxygen from the room air) needs an 
electric outlet (usually not portable). 

The oxygen is given to the child from the soun e by tubing which is connected to a mask, a nasal 
cannula, or a tracheostomy collar. 
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Nasal Cannula 



A nasal cannula is used to doliver a low to modcTuto concc^ntralioii olOxyjii^n. It c an bo used as 
long as nasal passages are oyye^n; deviated septum, swelling of the passage, mucus, or polyps may 
interfere with adequate oxygen intai<e. It is easy to use. F^ating, talking and ( oiighing are p()ssil)k\ 



Procedure 

1 . Assemble equipint^nt : 

• Cannula and tubing (plus extra connecting 
tubing) 

• Oxygen source 

• Humidity source 

• Adaptor to conned t id)ing 

• Scissors 

2. Wash hands. 

3. Attach cannula tubing to oxygen source 
securely. 



4. Set liter flow on the flowmeter as prescribed 
by the doctor NEVER CHANGE THIS 
SETTING WITHOIJT FIRST CONTACTING 
THE DOCTOIL 



5. Check cannula prongs to nuike sure that air 
is coming out, 

6. Insert pn>ngs into child s nose. MAKE SURE 
BOTH PRONGS ARE IN THE NOSTRILS. 




Ptnnts to Remember 



Krinf (ointrctiui) tabiui) ///fry/ hi' \isvil to 



Scissors an' //.syy/ to cut (t<faptor to siz(\ 



Make sure a pmpcr (ulaptor is available for the 
(irifijcN soan-c. Check that ta^k has enough 
ocifffeN. Attach hannrfijier, ifontrred, (heck 
that all pieces are seeu red tightlfi to prereat 
le<tks, 

1})0 h i()h an oxfiqeaflofc majf irritate the fa)se. 
( )rer a /o//// time, loo h igh an (iCfffjCH couceatra- 
tioH antif injan thelanffs. If f/oH (we cohcernc . 
that the flow rale is imtppropriate^ contact the 
doctor 

Iff fid them ///> /o yyo///* haud or cheek t( f feel for 
aircoHtinff ///>. 

(icutlf) i}i.sert proags into thechilds nffstrifs 
(one in each si(h'). Loojf the tnhiiig orer each ear 
and then under the vh in: secure (a/ sliding the 
(hfsp up under the eh in. Make sure that it is 
('(nnforlahlcfor the eh ild. Ifthct hild is not 
cinnforlahh\ thecanuid(t tubing mag hese 
cured behind the head ruflwr thuu under 
the eh in. 



7. Wash hands. 

8. Document procedure and |>rol>l(»ins in log. 



\olilg parr id of a ng prolf/cufs. 
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Oxygen Mask 



An oxygen mask can be used for month or nose breathing. An advantage is that it can deliver 
higher or lower concentrations of oxygen than the nasal cannula, and is useful when nasal passages 
are blocked. 



Procedure 

1. Assemble equipment; 

• Appropriate size nia.**K and tubing (plus 
a spare) 

• Extra connecting tubing plus adaptor 

• Appropriate oxygen concentration valve, 
if indicated for a mask 

• Oxygen source and back-up tank 

• Humidity source 



Points to Remember 



2, Wash hands. 

3. Attach appropriate size mask with oxygen 
concentration selection valve (if indicated) 
to tubing and oxygen source. 



4. Set oxygen flow on flowmeter to the rate 
prescribed by the doctor. DO NOT CHANGE 
SETTING WITHOUT FIRST CONTACTING 
THE DOCTOR. 

5. Set the prescribed oxygen concentration on 
mask valve, if present, DO NOT CHANGE 
THIS SETTING WITHOUT FIRST CON- 
TACTING THE DOCTOR* 



6. Check that oxygen flow is coming out of the 
mask. 



7. Place the mask over the child s nose and 
mouth. 



8. Washhamls. 

9. Document procedure and problems in log. 



Oxygen 
concentration 
valve 




Oxygen 
tubing 



Tubinato 
humijifier, 
if needed 



Cerkiin tyj}es qf ma.sk.s haw valves that deliver 
diXfiTevt concenirations of atygen (wnti- 
ma^sks). Not all masks will h^ave valves. Make 
sure that oxygev source has an adequate supply 
of arygen. Attach humidity smirce, if prescribed. 

Tbo high a flow raU' may cause irritation to the 
skin. In masks that me coneentratixm valves, 
the concentration of oxygen deliviered depi^nds 
on the fhw rate (Marked on valve). 

Some masks have valves with different ronren- 
tration settings; others have separate valves for 
each concentration. Make sure that appropriate 
flow ra te is set as well as concentration on 
humidifier 

Hold mask up to your cheek to feel airflow. If no 
flow is felt, check oxygen supply, connections, 
flow rate and tubing for obstruction. 

Tighten the elastic band over the child's head 
and pinch mask over the bridge (>f the nose for a 
good fit. Make sure that the child is comfortable 
with the mask. 



Notify parent ({fany problems. 
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Tracheostomy Collar 

Tlie collar is om* means of delivering oxygen or humidified air to the tracheostomy. The 
tracheostomy collar may l>e used with a humidifying device and t ubing; 

• F\)r a student who has t hick, sticky secretions (m acus) which are difficult to cough up. 

• When the air is dryer than what the student usually breathes, which may cause plugging of the 
trach due to increased stickiness of secretions. 

• Oxygen is to be administered to the student at a specific oxygen flow rate or concentration. 

Procedure Points to Remember 

1. Wajsh hands. 

2. Assemble equipment: 

• Extra nebulizer humidifier 

• Heating device, if indicated 

• Wide bore tubing 

• Trach collar 

• Green tubing 

• Nipple adaptor 





3. Unwrap humidifier ilevice; place cover on TJirrr are several types ofhumidifieati(yu 
as described, devices. Cheek rh ild-specijie guidelines, 

4. Dial percent of oxygen as ordered. Some rhifdren wafjoidij require 

compressed air. 

5. Ccmnect to compressed air oxygen source, 

(1 Connect to heater if required. Some rhildren mof/ useetu^} mist. 

7. Take wide bore tubing and place one end on 
the collar and the other on the humidifier 
or heater 

8. With compressed air oxygen source on, Iftlns is not present, ehvek that (til eonnee- 
look at mist at the end of tubing. You should //o//.s are on seeuretif (uhI compressed air 
see a fine mist when held up to the light. o.vffgen isjloivimj. Tarn on higher Jlon\ then 

return to^flow orrh^ref/ to see if mist is present, 

9. Plnre c ollar on child's neek over 
tracheostomy tube in the midline. 

10. Wash hands, 

1 1 . Document procedure aiul i)roblcms in log. AV>////y {iff rent ofontf piol>lrnfs. 
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Problems That Require Immediate Attention 
for Children Requiring Oxygen 



Observations 



The child shows any of the following signs of 
respiratory distress: 

• Increased shortness of breath 

• Agitation 

• Blueness or pallor of the lips, nails or ear lobes 

• Pulling in of the muscles at the neck or chest 

• Confusion, dizziness or headache 

• Rapid or pounding pulse 



The child remains in respiratory distress despite 
receiving adequate oxygen flow, has a 
respiratory arrest or becomes unconscious. 



Reason/Action 

Check o,n/(j(^Njlow; if weak or h)ndeiiunU> Jloiv: 

Make sure mouth a nd uose are uot obstructed 
fn))n fooil or mucus. 

Make sure tank is uot en^ pt// ar defect ire. [fso, 
replace icith hack-ui) tauk. 

Make sure trach collar is not out qfpositiou or 
obstructiug the trach tube. 

Make sure raire, regulator and flowuictersare 
o // proiH'r set t iu(/s. 

Make sure tubing is Not bUnkcd or kinked. 

Check all con nedions from o,rif()eif st^iove to 
child. 

Make sure tubing, mask, cannula or collar are 
not bliH'kcd, 

Make su re h u m idifier bottle is properlij 
attached, 

INITIATE EMERGENCY PROCEDURE AND 
NOTIFY RARENTS. BEGIN CPR IF NEEDED, 



Other Potential Problems 



IJedness. dryness, or bleeding of t he skin 



Mag be due to irritation f hnn the device tn' 
from insntXicieut hunu'ditg. 

Sol ifg parent to discuss problem icith doctor, 
a soothingercatn (wU^tion uaigbc ret/nircd. 
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General Information Sheet 

Children Who Use Oxygen 



Dear (Tbacher, lunch aide, bus driver, etc): 



(Student) has a condition that requires the use of additional 



oxygen. When used anpn)priately, this is a safe method that allows the child to be normally active. 
Oxygen is kept in a small tank or thermos and goes everywhere the child does. The oxygen is given to 
the child through a mask or small plastic tubing close to the child s nose. Children with 
tracheostomies receive oxygen through a collar which fits over the tube. Some children need oxygen 
continuously, while others may only need it intermittently. 

Depending on the child's condition, she or he may be able to participate in many regular school 
activities with some modifications, which are determined by the school staff, the parents, doctor and 
school nurse, THERE SHOULD BE NO SMOKING OR OPEN FLAMES IN THE ROOM WHERE 
OXYGEN IS BEING USED. THE OXYGEN TANKS SHOULD NOT COME INTO CONTACT WITH OIL, 
GREASE, GREASY HANDS OR RAGS. 

Specific emergency plans will be developed for (Student). It is 

recommended that you participate in CPR training. It is also important to learn how to recognize the 
warning signs of breathing problems. 

If the student has any pn>blems with his/her breathing, contact 



These staff members have been trained to deal with any problems that may arise with this student. 

For more information about oxygen use, or the student's needs, consult the school nurse or the 
parents. 
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Tracheostomy 




Purpose 



A t racheostomy (t rach) is a surgical opening 
into the trachea (windpipe) in the neck, which 
allows air to go in and out of the lungs. The 
opening in the neck is called a stoma. A metal or 
plastic tube, called a tracheostomy tube, may be 
inserted through the stoma into the t rachea; 
other children may not need a trach t ube. There 
are various t ypes of t racheost omy tubes which 
are held in place with a tie around the neck. 






Some children will have a tracheostomy because of an iryury or condition that requires bypassing 
the normal breathing passages. Ot her children require a tracheostomy because of neurological, 
muscular, or other conditions that make it difficult for them to breathe effectively or to clear 
secretions or mucus out of their breathing passages without assistance, A tracheostomy allows 
long-term access to a ventilator or respirator (breathing machine), as well as an easy way to clear the 
windpipe of mucus. Many children with tracheostomies are able to speak. Most are able to eat and 
drink by mouth but may need dietary modifications. 

Suggested Settings 

Children with tracheostomies, in most cases, can attend a regular classroom. Some may need to 
be accompanied by a trained care-giver at all times while in the educational setting or during 
transport. Many children with trachs participate in regular school activities, with modifications that 
should be determined by the parents, doctor, school nurse and school staff. All staff in contact with 
children with tri^cheostomies should have specialized CPR training* They should be able to 
recognize signs of breathing difficulty and should know how to activate the emergency plan 
for their setting. 

Children with trachs should avoid areas with a lot of dust or other airborne particles such as chalk 
dust . This is because the air the < hild breathes enters the lungs directly, without being filtered, 
humidified and warmed by the nose and mouth. 

lit^gular tracheostomy care prescribed to maintain the child s health and function should be done 
at home. However, if additional regular care is required, it should be done in a privat e, clean area, 
such as the health room. In an emergency, care should l)e given wherevxT the child is. Therc^fore, it is 
imperative that a complete set of equipment for trach care, as w(*ll as a manual resuscitator and u 
spare trach tube hv with the child at all times. 
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Suggested Personnel and Training 

TVacheal care for childrt^n who re^iuire daily, iivsrhool care siu h as suctioning, sivlinc installation, 
use of a trach collar or other regular care should he prov ided by a registerid nurse or resi)iratory 
therapist unit^ss state nuHlic al and nursing practic e standards specify otherwise. These ( are- 
givers should have i)n)ven, competency-based training in appropriate techniques and problem 
management . 

We are aware of the different service delivery models available for tracheostomy cart\ which 
utilize non-medical perscmnel. Our recommendations arc conserv^ative and are based on the following 
issues: 

• Tlie lack of standardization in nursing and medical practice. 

• The highly technical nature and potential risk to th • child. 

Under some circumstances, after a child with a trach has been in the school setting for a year or 
two and it is clear that the child *s medical condition is stable or improving, it may Ix^ appropriate for 
the health cart^ team and the parent to consider using a non-medical care-giver who has received 
appropriate training. 

Some students need less frequent care or rtHjuire no routine trach care at all. The decision 
regarding the placement of the care-giver for this st udent must be made by the parent , the st udent s 
physician and sch(K)l nurse, based on the student's medical condition, tracheal care needs and 
adaptation to school. Other considerations should include the varied locations of the student in the 
school, and the school nurse:pupil ratio. A school nurse should be in the building at all times. 

If the trained care-giver and back-up personnel are unable to be available on a given school day, 
the student should not attend school. However, an optional arrangement could be made between the 
school and the family where the parent would be available to attend school, to function as the 
care-giver for the child . 

Any school personnel with regular contact with a student with a tracheostomy must receive 
general training that covers the child s special health care needs and potential problems as well as 
how to implement the established emergency plan. 

The basic skills checklists included at the end of this manual can be used as a foundation for 
competency-based training in appropriate techniques and problem management. They outline 
specific prf)cedures step by-step. Once the procedures have been mastered, the completed checklists 
serve as a documentation of training. 

The Health Care Plan: Issues for Special Consideration 

F]achstud(^nt *s Health Care Plan must be tailored to individual needs. Th(* following sections 
cover the procedures for tnu heostomy care and {)ussible problems and eniergencit^s that may arise. It 
is essential that tlu\se scn tions b(* r(^view(Mi b(*fV)re writing the Ih^alth Cdvv Plan. 
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A sample Health Care Plan is included in tlu* rseful Doc uments sec tion of this manual. It mi\y be 
copit*d ancl uschI to develop a plan for cnich student . For a student w lio uniuin^s tnu heal care, the 
following items should rc^eeive partic-ular attention: 

• The studc^ntsundc^rlying condition and possible prohUmisassociatcHl with the condition or 
treatment. 

• The student s base-line status (color, rt^spiratoiy rate, pulse, blood prc^ssun*, secretions, etc.) 

• The student scare requiremc^nts (suctioning, etc.). 

• The student s ability to recjuest assistance. 

• Is this student prone to emergencies? 

• Signs and symptoms of respiratory distress show n by this student . 

• The type of tracheostomy tubi* used (inner cannula, cuffed). 

• Accessibility to equipment and back-up equipment . 

• An alternate means of warming and moisturizing the air may be n(Kessiir\' at times to prca ent 
the mucus fn)m becoming too thick. 

• The child may not sjx^ak in a normal fashion; othc^r means of communic ation may be necc*ssary. 

• Personnel and equipment needed for transportation (travel bag). 

• Availability of care-givers. 

• Staffing needs to pn)vide care for the student (one-on-one, c^tc.) 

• A means of communication bet ween different arenas of t he school should be present , 
(Walkie-talkies, intercoms or telephones) 

DO N(yr USE powders, aerosols (like room deodorizers), small particles such as sand, glitter, lint, 
chalk dust, animal hair, small pieces of food, water, glue or chemicals with strong fumc^s nt^ar a child 
with a tracheostomy. Children who may have accidental ccmtact w ith any of thc^se potential hazards 
should have some kind of protective device covering the tracheostomy. 
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Required Equipment for 
Tracheostomy Care 



Points to Remember 




Tracheostomy 
tube, gauze 
and tie 



Suction Suction Resus- Gauze, Oxygen Artificial Gloves 
machine catheter citation swabs and source nose 

bag saline with 

dosettes humidifier 



• Spare trach(M)st()iny tul>i^ with gauze pads and 
ties. 

• Scissors. 

• Suction machine. 

• Equipment for suctioning (suction catheters). 

• Sterile or clean gauze. Q-tips or swabs, if 
required. 

• Saline dosettes if presc ribed. 

• Manual resuscitator with adai>tor. 



• Device to deliver humidity, if prescril)ed. 

• Device to deliver oxygen, if prescribed. 

• Device for protecting traclu ostomy from dry 
or (*old air, dust or other particles, such as an 
artificial nose. 

• Sterile or ck an glove s, p(T cluld-spcrific 
guidelines. 



mis EQlm'^^E^r^^lJSTAC(X)^WANY the 

CHILD AT ALL TIMES, fHrhalhu/traiKsport 
(tful rlassmom actirities. A backpack or other 
(vrrffiNff (U'rirc could serve as a travel hag, 
lliiscijuiimimt should Ix' checked doiltf. 



It iscHconr(f(fc(l that a Uianaal rcsnscitutor Iniff 
t>< obtained a'ith adaptf^r iflhc child do(\s nrd 
hnccf)ue<d houtc. 



liefer t(f I' n i vcrsol I^nro id inns^ P<HP' 17. 
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ProMems That Require Immediate Attention 
for Qiildren with Tracheostomies 



Observations 



DO NOT LEAVE CHILD ALONE * * * 

Retison ^Action 



The child shows any of t he following signs of 
respiratory dist ress: 

• coughing 

• color changes 

• wheezing 



• agitation 

• retraction 

• inability to move air through trach 

Aspiration of foreign material (food, sand, etc,) 
into tracheostomy 



Accidental extubation 



77/ /.s mofj fx' dui> to a phigfjcrl trarh (ffh(\fh)pn 
ftrassv re child, 

If trach tufx' is bUH^ked (suction catheter will not 
pa.ssl chatige inner caunuUt ifpivsent, or 
ivphicv entire tmch tuh\ 

Giiv breaths tcith resuscitation Innj. 
Giix^oxifgen. 

Initiate cmergencf) plan and iH'gin CPR if 
necessarfj. 

DO NOT GIVE BREATH WITH 
RESUSCITATION BAG. This may force 
aspirate into lungs. SUCTION FIRST. 

Respiratory distress or r/rms7 ca n (H cur with 
anffaspimtion. Be prepared to initiate 
emerffcncfj plan. Bey in CPK after suctioning, 
i f needed, 

Bronchospasm (wheezinfj) nmy also occur Tin' 
child may reipuresnetiouinyor medication. 

Reposition trach tuh\ if possible. Ifnuableto 
reposition tuln^ insert )ww (spare) trach tnlH\ 
Be prepared to initiate emepyency proef^dure. 



Other Potential Problems 



Observations 

Increased secretions, or thicker than usual 
mucus 



Fevc*r 



Rt^iness or crusting at the stoma 



Reason/Action 

May require pmnv frcipn ut suctiouiny, TUesi^ 
eha nyes (u yi llow or yrreu mucus may indicate 
injection. Th is slum Id b((lo(*u nunted in the 
daily loy and tfic parent iuform<'d Thicker 
nnicns nmy also he a siyu of insuffirieut 
h umidity. 

May he a siyu (ff respirat(n'y infection. XOTJFY 
rAREMX 

May he due too tracheal iufcction. The site 
should be th(n'(myhly cleaned and thi' ymhlcni 
(h)cinuruted in (he daily U^y and reported to the 
pit rent. 
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General Information Sheet 

Children with Tracheostomies 

lH»ar (IVachor. lunch aide, bus driver, otc): 

(Stu(lont) has a condition that requires 

a trach (tracheostomy). This is an opening in the neck into the wincipii)e, which allows the child to 
breathe if he or she is unable to breathe well thn)ugh the nose or mouth. The opening, or stoma, may 
have a metal or a plastic tracheostomy tube inside to keep it op<:»n and to allow air to pass in and out uf 
the windpipe and lungs. The \vbe is secured by ribbons which are tied amund the child's neck. The 
student's trach tube may be covered with a device that provides humidity or oxygen. Some children 
have nothing covering the opening of t he t ube. 

Most children with trachs are able to eat and drink by mouth. If the child cannot eat or drink, the 
child's doctor will give you s|)ecific instnictions. Many children are able to speak normally. If the 
child's condition prevents* him or her fn)m speaking, other means of communication will he used. Not 
all children who have trachs require n)Utine trach care in school. Many children can manage their 
cart , but some who rt^quire regular trach care such as suctioning (a pnKedure to remove mucus from 
the trach tube) will have a trained care-giver with them. 

Most children with trachs are able to participate in regular school activities. A team including the 
student's parents and educational and health personnel will help develop a specific health care plan. 
Classn)om i.ssues will be addrt\ssed in t he care plan, such as the accommodation of health care during 
the school day with minimal interference, the avoidance of activities such a.s swimming, which could 
be harmful to the function of the trach, as well as avoidance of infectious exposure such as colds. 

If the child has any problems with his her tracheostomy, contact: 



Tlie.se staff members have been trained to deal with any prol)lems that may arise with this student. 

SptH if ic emergency plans will also be developed for 

— - (Student). It is recommended that you 

participate in CVli training and recpiest specialized training for persons with tracheostomies. 
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Tracheal Suctioning 




Purpose 



TVaoheal suct ioning is a means of clearing t ho ail way of socrcMions or mucus. This is accomplished 
by using a vacuum-type* device thn)Ugh the tracheostomy. Tracheal suctioning is performed when a 
child cannot adequately clear secivtions on his or her own. hidications for suctioning include: 

• Noisy, rattling breathing sounds. 

• Secretions {mv us) visible and filling opening of trachtM)st()my. 

• Signs of rt^spiratory distress: difficulty brt*athing, agitation, paleness, excessive coughing, 
cyanosis (blueness), nasal flaring, retracting. 

• No air moving thnmgh tracheostomy (listen for sounds). 

• I^efore eating or drinking if congested. 

• After respirator>' treatments (inhalation therapy, assisted breathing with a self -inflating manual 
resuscitator), chest percussion and drainage. 

IX^pending on the child's age, he or she may be able to request suctioning when needed or assist 
with the pn)cedure. 

Suggested Settings for Non-Emergency Situations 

Designate a clean area for suctioning outside the classroom, if possible. Suctioning can be a noisy 
pnu edure and may be distracting and disruptive to the rest of the class. 

If an electrically powered suction machine is used, the setting must have an accessible, working, 
grounded electric outlet. 




Suggested Personnel and Training 



Tracheal suctioning should be performed by a registered nurse or a respiratory therapist with 
proven competency-based training in appropriate techniciues and problem management , unless state 
medicai and nursing practice standards specify otherwise. 

If the trained care-giver and back-up personnel are unable tu be available on a given school day 
the student should not attend school. However, an optional arrangement may be made between 
the school and the family where the parent would he available to attend school to function as the 
care-giver for the child. 

Any s<*hool {K^rsonnel with regular contact with astudi^nt who requires tracheal suet icming must 
receive general training, covering the child s special health care needs and pot(»nt ial problems as well 
as how to implcMnt^nt the establislKHl (emergency plan. 

The basic skills ( hecklist included at the end of this manual can ho usv(\ as a foundation for 
competency-based training in appropriate techniques. It outlines proctMlun^s stc^p by-step. Once th(» 
proctMhiic^s have hvvn mastennL th<^ (*ompl<Med checklist sei*ws asdocumentalion of training. 
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The Health Care Plan: Issues for Special Consideration 

Each student's Health Care Plan must be tail<>re<l to individual ne(Mls, The lollovvinj? se( tion 
rovers the pn)cedure for trac heal suctioning and possible problems and emergcMicies that may ans(\ 
It is esst*ntiai that this section be reviewed bc^fore w riting the Health t'are Plan. 

A sample Healt h ('are Plan is includecl in the Usi*ful Documents section of this manual. It may be 
copied and uschI to develop a plan for eadi student . For a student who rtHpiims tracheal suctioning, 
the following items should rtneive particular attention: 

• The student \s underlying condition and possible problems associated with the condition or 
treatment. 

• T\\e student's ba>'eUne status (color, respiratory rate pulse, color and consistency of secretions, 
usual frcHiuency or suctioning, usual indications for suctioning.) 

• The child's abilit y to request suctioning. 

• Back-up equipm^^nt (bulb syringe or DeLc^e catheter). 

• Accessibility of equipment. 

• Signs and symptoms of respiratory distress shown by the student (cyanosis, agitation, etc.) 

• NVed for saline installatitm. 
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Procedure for Tracheal Suctioning 



Procedure 



* * * 



^ ALL EQUIPMENT FOR SUCTIONING 
MUST BE ASSEMBLED AND READY FOR 
IMMEDIATE USE AT ALL TIMES AND 
CHECKED DAny BV THE TRAINED 
CARE-GIVER. IF THE EQUIPMENT IS NOT 
PRESENT, OR IS NONFUNCTIONAL, THE 
CHILD SHOULD NOT ATTEND SCHOOL* * * 



Points to Remember 



L WsLsh hands. 

2. Assemble the equipment and materials on a 
small, clean work surface. 




Suction Suction Suction Saline 
machine backup catheter solution 
(DeLee) 



Gloves Resus- Saline Disposal 
citation dosettes bag 
bag 



• Suctioning device and manual back-up 
(DeLee) 

• Suction cathetiT of pr(\scribed size 

• Saline to clear catheter 

• Container for saline 

• Disposable gloves or catheter and sleeve 

• Self inflating manual resuscitation bag 
with trach adaptor 

• Saline dosettes (for instillati(m) if 
indicated 

• Plastic bag for disposal of materials 

Exi>lain pnK edun* at child's level of 
understanding. 

4. Position child as recomnuMuhnl orden^d. 



5. Encourage < bild to cough to vxi>vl 
secret ions. 



All childtvu must have a m('iUisofsiuiioninf) 
(such as a portable suction warfiiue orDeh^e 
catheter) uhich can accompain/ them dar 'nuf 
all school activities as well as tra)isport. A 
manual means of suet iouimj (such as a Delj'e 
catheter) pnust Iw available as a back-up at all 
tirues(ts weli for those children icho use suet f on 
iHftchiNes. 



lii'fcrti) Vni rersal Pivcantions, p(tf/e 17. 

lif/ cncourafjinf/ thestuihmt to assist in the 
pnn edure^ the care-fp'rer is hclpini) the student 
toachier( maximum self -en re skills. 

When (ft sf'hnffl^ nnfst children are snctionf'd 
U'h He scatef/ upritflit. 

Ma if clinnnate needjorsncfinninff. 
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6. Open suction catheter or kit . 

7. Open saline dosett e if inst illat ion is 
ordered. 

8. Fill container with saline. 

9. Put gloves on hands. 



10. Holding the end of the suction catheter in 
dominant hand, attach it to the suction 
machine tubing (held in other hand). 



AW pofHT iHtck without Umchhuj the inside nf 
tfw pavkagv to nwiyitaiu strrilitf/. 



Tfiis ivill t)e lused to moistef} the catheter and t(p 
clear out secretions the catheter 

Tlie dominant ha nd should rnnain ""clean. " // 
should not toneh an ijthing hut the catheter Tlie 
non-dom irut nt ha nd should fx^ used to turn (m 
switches, touch other ohject.s, ete. 

Ijeave the other end of catheter in its covering. 




11. Turn machine on to appropriate vacuum 
setting for child. 

12. Encourage child to cough and to take a 
deep breath if possible. If prescribed, 
manually ventilate with resuscitator bag. 



13. If prescribed, insert several drops nf saline 
into trach with non-dominant hand. 
Mannally ventilate with resuscitator bug to 
disperse saline, if ordered. 



Ifmachinehas vacuum setting: thisshould l)e 
ordered by physician. 

Coughing helps to Inking secretions up toward 
the trach. By taking a deep breath (or niannally 
ventiUitiruj), the child will get more oxygen 
into h is her lu ngs, Tli i.s will also help to loosen 
secretions, 

Tli is helps to loosen and th in ont thick or dry 
secretions. 
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14, Hold suction catheter 2-3 inches from tip 
with dominant hand and insert tip in saline 



15. (irasp catheter connection with other 
hand; cover vent hole with thumh to 
suct ion a small amount of saline through 
catheter. 



16. With thumb off vent hole, gently and 
quickly insert catheter into trach 12 cm 
bevond the distal end of the trach tube. 





/2 cm 



77/ Ls t4\sUs that s^adioH isfumiioNing and 
lubricates the rnthctrr. 




Thumb over 
vent hole 




Connection 
in non-dominant 
hand 



To suction 
machine 



Saline 



If the catheter Ls insert^^d t(X) (U^eply, this can 
cau^se ifniUit ion injury to the trojchea, as well 
as Immchospasyn. Coughing indicates that the 
suction cathetf*?^ ha.s parsed the tracheostomy 
tube. 



17, Cover vent hole with thumb while 
withdrawing catheter. 





Rotate catheter gently between thumb and index 
finger mh He suctioning and withdrawing, TJii.s 
helps to reax'h all secretions in the trfwh tube. 

* * *EACH INSERTION AND WITHDRAWAL 
OF THE CATHETER MUST BE COMPLETED 
WITHIN 10 SECONDS, PROLONGED 
SUCTIONING BLOCKS THE CHU^D'S 
AIRWAY AND CAN CAUSE A DANGEROUS 
DROP IN THE OXYGEN LEVEL. * * * 



18. Allow child to breathe or ^ive breaths with 
resuseitator baf? between suctioning passes. 
Suction saline again through < atheter to 
rinse sec ret ions from catheter and tubing. 



77/ c ch ild needs to clear lungs o/Y Y >J and yet 
}fcw oj yycn air iufo hmys. 
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19. If moist , gurgling noises or whistling sounds 
are heard or if mucus is seen at the 
tracheostomy opening, repeat suctioning 
procedure (st eps 1 5- 1 7). 

20. Suction the nose and back of mouth if 
indicated. 

21 . For each suct ioning session a new catlieter 
should be used. 

22. Remove gloves and wash hands. Disc ard 
used suction catheter in appropriate 
receptacle. 

23. Note color, consistency (thin, thick, etc.) 
and quantity of se^cretions. 

24. Doc*ument procedure on child's log sheet . 

25. Be sure suct ion eciuipment and supplies are 
re-stocked ancl checked daily and are ready 
for immediate use. 



(f appmpriatr, a.sk the child (f he she n^vds 
repeat suction iHff. 



If the Nose and mouth a}y'smiiaued, the 
catheter CON not Ih^ reused to suction the trach. 

Refer to universal precautions on page IT. 



Rr/Hui an If ehamfcspyym child 's usual pattern 
to parent. 
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Possible Problems of Suctioning 




If Any Problems Occur, Do Not Leave Child Alone* * 



Observations 



The child develops difficulty breathing during 
suctioning, or is not relieved by suctioning 




The trach tube or inner cannula becomes 
dislodged 

Bleeding occurs during suctioning; 

If secretions become blood-tinged and the 
child is not in : esi>iratoiy distress 



If a large amount of blood is suctioned 
from the tracheostomy or the <*hild 
develops respiratory distress while being 
suctioned 



Bronchospasm occurs during suctioning 



Reas€m/Action 

Rf'dKsinv child. 

If tvarh tutx' is hlockrd (siirtion cathrtrr frill 
not pdKs), rhuiiije i inivr rainmla, if prrscut, or 
replace eutirr trach tuh\ 

Girr breaths u ith }vsusritntiin^ bafj. 
Girr (Kriff/cH. 

Initiate rntcrr/cm'f/ plau a fid hcfjifi CPR if 
Hceessarf/, 

K('/)(^siti(n4 using (je)itle pressufV. If unable to 
reposition tulH\ insert nen' tufye. lie prepared 
to initiate oncriieneij plan. 



Stop sactioninfj. 

Check racnum pr(\%sure settinf^. Adjust to 
Unrer setting, if appropriate. 

( (pntinue sactiauing (f.s necrssanf to clear the 
ainrag. Use the nfanaal resuscitation hag aud 
oj'ggen if needed. 

Initiate the ennrgencif plan attd begin CPR, if 

//CCC.V.SY//7/ 

Iie<(ssnre child. 

Mag he due /f; ercessire snctif^niug. Allow 
child to calm. If u nable to rentorc catheter, 
disconnect from suction tuhiuf) and hohl 
oxjigcn near (*nd of sactio}i eatheter When 
hroncln>spasni rela,rcs, remore catheter 
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Tracheostomy Tube Changes 

Purpose 

t 

Tracheostomy tubes are routinely changed to prevent mucus from building U}) within the tubing, 
which may block the iuhe and prevent air from entering t he* lungs. A tube may need to lx» c hanged at 
any time if blwked, or replaced if accidentally dislodged. 

Suggested Settings 

Rt>utine trach tube changes are performed in the home. This is ideally done when t he child has an 
empty stomach, and when the airway is relatively free of mucus. 

If a tracheostomy tube plugs or comes out, the tube should be changed or reinserted wherever 
the child is, even if conditions are not ideal. 

Suggested Personnel and Training 

Tracheal tube changes should be performed by a registered nurse or a respiratoi^ therapist with 
proven competency-based training in appropriate techniques and pn>bleni management, unless state 
medical and nursing practice standards specify otherwise. 

If the trained care-gi ver(s) and back-up personnel are unavailable on a given school day, the 
student should not attend school. However, an optional arrangement may be made between the 
school and the family, where the parent would be available to attend school to function as the 
care giver for the child. 

Any school persormel with regular contact with a student who requires a possible emergency 
tracheostomy tube change must rec eive general training, covering the child's special health care 
net^ds and potential problems as well as how to implement the established emergency plan. 

The basic skills checklist included at the end of this manual can be used as a foundation for 
competency-based training in appiopriate techniques. It outlines specific procedures step-by-step. 
Once the procedures have been mastered, the completed checklist serves as documentation of 
training. 

The Health Care Plan: Issues for Special Consideration 

Each student's Health Care Plan must be tailored to individual needs. The following section 
covers the i)ro(*edure for trach tube changes as well as possibk^ problems and emergencies that may 
arise. It is essential that this section be reviewed l)ef()re writing the Health (^are Plan. 

A sample Health Care IMan is included in tlie Useful Documents section of this manual. It may be 
copies! and then used to develop a plan for each student . Flora student who n^quires tracheostomy 
tube changes, th(^ following items should receive partidilar attention: 

• The student s underlying condition and possible problems associated with tlu» condition or 
treatment (tracheal stenosis or larvngospasm, for exampU\) 

• The student s baseline status (color, respiratory rate, pulse.) 

• The type and size of trach tube (inner ( annula, cuffed, etc.) 

• Signs and symptoms of respiratory distress (cyanosis, agitation. etc.) 

• The student s ability to requi^st assist am e. 

• The student s ability to breathe without a trach tubcv 

• I)o(vs the child have difficuhy with r(^ ins(Mlion of a dislodged tra( h tubc^? 



PROJECT SCH(X)L ( ARE-(tUinELINES FOR CARE 



Procedure to Change Trach Tube 



Procedure 

1. Wash hands. Put on disposable glovos, if 
indicated. 



2 . Assemble equipment : 



Points to Remember 

Shouhl (loHc iff a cU au <nva tviiU (food 
lightiui}. 

Vsuiilhpno people are needed. Ifof rmerifemif 
sitnatfoti (xvyrs, trarh tulH^ehanfje }n(Ufhe 
(lone hfj oue person. 






Tracheostomy 
tube, gauze 
and tie 



Suction Suction Resus^ Gauze, Oxygen 

machine catheter citation swabs and source Artificial Cloves 

bag saline with nose 

dosettes humidifier 



• Prescribed type and size of tracheostomy 
tube for child 

• IVill tape or other ties 

• Swivel connector or obturator 

• Blunt scissors 

• Stethoscope 

• Resuscitation bag 

• Oxygen, if ordered 

• Suctioning device and supi>lies 

• Water soluble lubricant or sterile salint* 

• ( >ne size smaller tracheostomy lube 

• Blanket roll, if needed 

3. Explain procedure to the child at his hvr 
level of understanding. 

4. Open trach package. 

5. Put obturator into clean tracheostomy 
tub(^ or connect swivel to tulH^ 

t). Attach trach ties to tube. 



* * * ALWAYS HAVE A CLEAN 
TRACHEOSTOMY TUBE AVAILABLE 
AND READY FOR USE * * * 

Tfie obturator is u.sed as a guide for insertiou. 




AV^rfv use r(tselii/e or oil-based lubrintuts. 

To position ehil<rs ///v7.\ 

Bf/ rnconnfffinfj the rhild to ii.ssist it/ thr 
prondure theeine-fjirer is hetpinff the child tn 
aehiere ina.riin um self-ea re sk ills. 

Keep tube rleun. DO NOT tnurh ear red part of 
luhr. 



S(ttne rhildreu nut// Imrc n relero holder or 
other nwans if Sivuriug trarh tuf/e around 
Herh\ 



o 
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7. Position the child as ordered. 



8, Suction trdch and nose and mouth, if 
needed. 

9, Give 2-4 breaths with resuscitation bag, if 
indicated. 

10. Have the assistant hold old tube in place 
while you cut the ties. 



11, When you have the new tube ready (in your 
hand), have assistant remove old tube, 

12. If the tube does not have an obturator, 
insert the clean (new) tube at a right angle 
to the stoma, rotating it downward as it is 
inserted. If an obturator is present, insert 
tube straight into stoma. 



13, If an obturator is used, immediately remove 
it after the tube is inserted. Insert inner 
cannula at this time. 

14, Listen and feel for air movement through 
trach tube. 

15, While your assist ant is holding the new 
tube in place, listen with stethoscope to 
assess breath sounds. 

Ifi, Secure tube in place with ties or holder 



17, Do skin care, if needed (see child-specific 
guidelines), and reapply gauze around and 
under the trach and ties. 



18. Give 2-4 breaths with resuscitation bag and 
suction if indicated. 

19. Di.scard u.sed equipment ac cording to univer- 
sal precautions guidelines. (Seepage 17.) 

20. Child may resume previous activities. 

2 1 . litmiove gloves and wash hands, 

22. Document proc(HJure and pn^blems in log, 

23. Notify parent of any pn)l)Iems, 



For small childrrff (uni infauts, hair them lie 
on their f}ack with a blanket mil under the 
shoulders. 

77/ is nwkes a inra/j as el ear as possible. 



If tube is bei)U) ehanged by oue persou—DO 
NOT cut ties until you have clean trach tuf)e in 
your ha nd. 




Hold the trach tube in place at all times. A 
person is unable to breathe when the obturator 
is in place in the tmch tub<\ 



Observe the child for signs of distress, such as 
blueness, agitation, shortness of breath. 



Tlw trach ties should be tied in a double knot. 
77/ c ties sh(nild be h)Ose enough to slip one 
finger bet ween the ties and the neck. 

A small amount of bleeding mag occur around 
stoma or be in sec ret ions after a trach change. 
Ifunifsual or persistent bleeding is present, 
notify parent and seek nwdieal attention. 
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Potential Problems 



Observations 

The t racli tube comes out : 

If the child is not showing signs of distress 

If the child shows signs of resi)iratory dist ress 

If tube can be inserted and the child is still 
having difficulty 



Retison/Action 

NEVER LEAVE CHILD ALONE. CALL FOR 
ASSISTANCE. 

Follow imnvthnv for Irarh tuln^ rhanfjc outlim'd 

Attewpt tf) hisert tradi tube asoutlim^d abore. 

• R('(hssu}V thedifht, 

• Assess a inray a nd Immth 

• Administer (Kvyfjev via thetrach, 

• Surtiof^ the trach, 

• Use l)wnehodilators, if ordered. 

• Use wanual resiiseitator bay, if indicated. 

If distress persists^ initiate emergency plan 
and begin CPR. 



Problems That Require Immediate Attention 



Observations 



Reason/Action 



The tracheostomy tube cannot be reinserted 



It is still impossible^ to ins(Ml th<* trach tub(» 



* * *IF INSERTION OF TRACK TUBE IS 
NOT POSSIBLE, AND THE CHILI) HAS 
RESPIRATORY DISTRESS AND 
RESPIRATORY ARREST* * * 



Tltis mu)/ l)e due to a false imssatfe, or 
fyronvhospasftK' 

NEVER LEAVE CHILD ALONE. CALL FOR 
ASSISTANCE. 

• Reassare the eh ild, 

• Ehcoifrofje the child to take <i deep breath — 
be prepared to insert tube if stoma opens, 

• Adnn')rister t1oa'ofo.rfjf/e)f dirretlij to the 
trach stowa. 

• Repositi(ai Ifteehild. 

• Attempt to insert the swatter trach tulx'OR 

• Attetnpt to insert a suction catheter (at least 
() inches lonff, n'ith rent e)id ent ofj) thnnujh 
ston/a into trachea as a (jnidefor trach tal)c 
((h> not let (JO (f catheter— it way l>c inhaled). 

• Slide trach tnbe over catltcter into stonni ami 
rennn'c catheter icithont dislodgimi tracli tnlx'. 

BEGIN CPR WITH MOUTH-TO-MOUTH 
BREATHS. COVER TRACH STOMA WITH 
YOUR THUMB IF AN AIR LEAK IS PRESENT 
INITIATE THE EMERGENCY PLAN. 
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Manual Resuscitation Bag 




Purpose 




A manual resuscitator or self -inflating bag is used to deliver breaths manually when a child is 
unable to breathe on his or her own. This device may be used with a mask to cover the nose and 
mouth or with a special adaptor for a tracheostomy tube. 

Situations where a manual resuscitator may need to be used include: 

« Child is having difficulty breathing on own, 

• Ventilator malfunction. 

• Routine respiratory care for a child. 

• Child stops breathing and needs to be resuscitated. 

Children who have tracheostomies or who use ventilators should have a manual resuscitation bag 
with them at all times. 

Suggested Setting 

In optimum circumstances manual resuscitation (ambuing or bagging) should be done in an area 
designated for health care procedures. In an emergency, it must be done wherever needed. 

Suggested Personnel and TVaining 

Manual resuscitation should be performed by a registered nurse or a respiratory therapist with 
proven competency-based training in appropriate techniques and problem management, unless state 
medical and nursing practice standards specify otherwise* 

If the trained care-giver and back-up personnel are unavailable on a given school day, the student 
should not attend school. However, an optional agreement may be made between the school and the 
family where the parent would be available to attend school to function as the care-giver for the 
child. 

Any school personnel who have regular contact with a student who may require the use of a 
manual resuscitator must receive general training, covering the child's special health care needs and 
potential problems, as well as how to implement the established emergency plan. 
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Procedure for Use of Manual Resuscitator with Tracheostomy 



Procedure 

1. Wash hands. 

2. Assemble equipment: 

• Oxygen source with appropriate tubing if 
needed 

• Manual resuscitator 

• Adaptor for trach 

• Appropriate sized mask 

3. Explain the procedure to the child at his or 
her level of understanding. 

4. Check that resuscitator is functioning 
properly. 



5. Position child. 



6. Attach resuscitator to tracheostomy tube, 

7. If the child is able to breathe independently, 
coordinate the manual breaths with his/her 
own breaths. Give a breath by squeezing 
the resuscitator bag as the student begins to 
inhale (chest begins to rise). 

* * */F YOU FEEL RESISTANCE AND/OR 
THE CHILD LOOKS DISTRESSED, BE 
SURE YOU ARE GIVING BREATHS 
WITH THE STUDENT'S OWN EFFORT 
AND THAT THE TUBE IS PATENT. * * * 



Points to Remember 



8. If the child is unable to breat he on his her 
own, squeeze the resuscitator bag at a 
regular rate to deliver prescribed breaths 
per minute. 



}), W^Lsh hands. 

10. Document procedure and problems in log. 




li'acheostomy 
adaptor 



Manual 
resuscitator 



From oxygen source 



Place adaptor that is connected to the bag 
against a gauze or tissue in your hand. Squeeze 
bag to be sure it isfanctioning. (If it is function' 
ivg you should feel slight resistance.) 

Bmtion may vary, see child-specific guide- 
li nes. If oxygen is to be used, make su re tubing 
is attacked and that oxygen is flowing. 

Hold trach with one hond to pretmU accidental 
dislodgernent while attaching adaptor to it. 




If the rh ild has no breath ing rate prescribed, 
a standard range of breaths per m inute is: 

for infants 

1 0-^0 for eh ildren 

1^-16 for adolesreHls and adults 



Notify parent ofany problems. 
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Nose and Mouth Suctioning 

Purpose 

Nasal and/or oral suctioning are performed when the child needs assistance in clearing secret ions 
from the airway. Indications of this include: 

• Noisy, rattling or gurgling breathing sounds. 

• Secretions (mucus or saliva) pooling in the back of the thn)at . 

• Respiratory distress: difficulty breathing, agitation, paleness, excessive coughing or choking, 
cyanosis (blueness). 

The student may request suctioning and may be able to assist with the procedure. 
Suggested Settings 

Routine, non-emergency suctioning can be done in a clean, private area outside of the classroom, 
such as the health office or in a comer of the classroom. Suctioning can be a noisy procedure and may 
be distracting and disruptive to the rest of the class. 

If a suction machine Ls used that requires electricity, the setting must have an accessible electric 
outlet. All children who require routine suctioning must have a portable suction machine and 
suctioning equipment to accompany them in transport. 

Suggested Personnel and Training 

Nose and mouth suctioning should be performed by a care-giver with proven competency-based 
training in appropriate techniques and problem management. All school personnel who have regular 
contact with a student who requires nose and mouth suctioning must receive general training, 
covering the child's special health care needs and iwtential problems, as well as how to implement 
the established emergency plan. 

The basic skills checklist included at the end of this manual can be used as a foundation for 
competency-based training in appropriate techniques. It outlines sF>ecific procedures step-by -step. 
Once the procedures have been mastered, the completed checklist serves as documentation of 
training. 

Health Care Plan: Issues For Special Consideration 

Each student's Health Care Flan must be tailored to individual needs. The following section 
covers t he pnKedures for nose and mouth suctioning, as well as possible problems and emergencies 
that may arise. It is essential that this entire section be reviewed Mare writing the Health Care Plan. 

A sample Health Care Plan is included in the Useful Documents section of this manual. It may 
be copied and used to develop a plan for each student . For a student who needs no.se and mouth 
sucticming, the following items should receive particular attention: 

• The child's underlying condition and t he p<)s.sible complications arising from the condition 
or treatment. 

• The child's baseline status (color, respiratory rate, pulse, usual amount of secretions and 
frequency of suctioning). 

• Signs and .symptoms of resjjiratory (list ress (agitation, cyanosis, noisy hreat liing, etc. ). 

• The ability (»f f he child to request assi.stance. 

• Usual indications for .suet ioning. 
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Procedure for Mouth and Nose Suctioning Using Suctioning Machine 



Procedure 

1 . Assemble the equipment and materials on 
a small, clean work surface: 

• Suction machine (battery oiwrated or 
plug-in) and tubing 



Points to Remember 

* * MIX EQUIPMENT FOR SUCTIONING 
MUST BE ASSEMBLED AND READY FOR 
IMMEDIATE USE AT ALL TIMES, FT MUST 
BE CHECKED DAILY BY DESIGNATED 
PERSONNEL*** 




Suction 
Machine 



DeLee Bulb 
Syringe 



Suction 
Catheter 



Gloves 



41 




Disposal 
bag 


Water 
or 

Saline 



• Bulb syringe or other manual back-up 

• Suction cat heter of t he appropriate size 

• Clean gloves 

• Plastic bag for disposal of materials 

• Water or saline to clean catheter, with 
container 

2. Wash hands (unless in an emergency). 

3. Explain the procedure to the child, 
according to his or her level of 
understanding. If able, the child 
should assist . 

4. B)sition chiUr 

5. Encourage the child to cough to (*xpol 
secretions. 

6. Open suction catheter or kit , without 
touching the inside of package. 

7. Fill container with sidine or water, 

8. Putongk)ves. 

9. In the dominant hand hokl the cathetc^r 
and attach appropriate end to the suc- 
tion machine. Keep the other (Mid of the 
catheter in the package. 

10, Tiirn machine on with ot hvv hand to 
prescribed suction pies*;ur(». 



Bff encounuiinfj Uw child to assist in the 
jm>redur(\ thp rare-f)i\H*r is helpimj the child 
to achiriH' wurimiiw self-care skills. 

I^)sitiau mafi mr)f and should Ih' rccnm- 
ntcNdcd iu child sim ific (ju idcli ucs, 

Tliis majfclii}nuutr the need for suction in;/. 



77/ /.s kcciKS catheter clean and reduces risk of 
transm itlinij iufection. 

Tli is cleans ami lubricates the catheter. 

Ihifuiuaul hand, which is used to uHtuipulate 
catheteK should rcoiaiu clean. 



Dominant hand 





Non-dominant 
hand 



Suction machine 
Suction connecting tubing 
catheter 



lh)rt(dde machines man not hare adjustaNe 
j}r(*ssuresi*ttinfjs. 
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11 . Hold suction catheter 2-3 inches f n>m 
the tip with dominant hand. 



Thumb over 
vent hole 



12. 



Grasp catheter connection with other 
hand; cover vent hole with thumb to 
suction a small amount of water through 
the catheter 



13. 



14. 



Remove covering from end of suction 
catheter with non clean hand while hold- 
ing catheter in clean hand. 

With thumb off vent hole, insert catheter 
gently into the nose to the prescribed depth 
suggested in child-specific guidelines. 



15. 



16. 
17. 
18. 



Cover >. I hole with non*dominant thumb 
while suctioning and withdrawing catheter 
Gently rotate catheter between thumb 
and index finger while suctioning and 
withdrawing. 

Suction up some water t o rinse secretions 
out of catheter 

If nasal congestion i>ersists, repeat nasal 
suction. 

With thumb off vent hole, insert catheter 
gently into the mouth. 



19. 



20. 
21. 

22. 

23, 
24. 



Cover vent hole with non dominant thumb. 
Gently rotate catheter between thumb 
and index finger while suctioning and 
withdrawing. 

Suction up some water to rinse secretions 
out of catheter 

If gurgling noi.ses persist, repeat mouth 
.suctioning procedure with the same 
catheter 

Discard gloves and cathcMer in an 
appropriate receptacle. 

Wash hands. 

Note color, consist ency and amount of 
secretions in daily procedure log 




Connection 
in non*dominant 
hand 



To suction 
machine 



Saline 



TJi hs tests that the surtion mach ine is imrking 
and hihricates the catheter 



A! uuys. auction the m)se first, Thire are mofv 
bacteria in ttte mouth. Many children may only 
need to ha i)e the anterior part of the nose 
suctioned. Be gentle; the nme bleeds easily. 
Make sure catheter tip has been lubricated with 
saline or water-soluble lubrica M, 

If the nose secretions are tiX) thick, put a few 
drops ofsalifie in each mistril 

Rotating th(^ suction catheter diminishes 
(ia mage to the m ucms mem brane. If the ca theter 
sticks, rernow thumb from xmU hole to release 
suction. 



Parts of the mouth to Im^ surtioned include the 
tmck of the throat, the cheeks and a nder the 
tongue. Be careful when mctioning the Ixwk of 
the throat, as th is may cause the ch ild to (jag 
and mmit. 

Tli is helps to minimize trauma to the 
membranes of the mouth. 



If after suctioning the mouth, rrjnvt suctioning 
of the nose is needed, use a clean cathet4n\ 



Ri'inn t to parent ang rhaugesfnnu the rh ild s 
us-ual pattern. 
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Procedure for Nose and Mouth Suctioning with a Bulb Syringe 



ProciMlure 

1. Assemble equipment : 

• Bulb syringe 

• Saline 

• Tissues 

Wash hands. 



Points to Remember 



2. 
3. 



Explain the procedure to the child, 
according to his or her level of 
, understanding. 



4. Position child. 

5. Squeeze the bulb syringe away from 
student and place the tip gently into the 
nose or mouth (where secretions are visible 
or audible) and let the bulb fill up. 



6. Remove the bulb syringe from the nose 
or mouth. 

7. Holding the bulb syringe over a tissue, 
squeeze the bulb to push out the secretions, 
then let it fill with air. 

8. Repeat steps 5-7 as needed until nose and 
mouth are clear. 

9. If the nose secretions are too thick, put a 
few drops of saline in each nostril before 
suctioning with bulb syringe. 

10. Clean bulb syringe in hot .soapy water, rinse 
with fresh water, let dry and store, 

11. Dispose of tissues in appropriate receptacle. 

12. Wash hands. 

13. Note color, consistency and amount of 
secretions in daily procedure log. 



Always smtion nose first. 



Ibsition varies. See child'Specific guidelines. 

When suctioning the mouth, suction under the 
tongue^ in the cheeks and the back of the throat 
Be earful when smtioniiig the back of the 
throat as this may cause the child to gag and 

vomit 



Report to parent any changes from the child 's 
usual pattern. 
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Procedure for Nose and Mouth Suctioning with a DeLee Catheter 



Procedure 

L Assemble equipment: 
• DeLee catheter 



Paints to Remember 



• Saline 
2. Wash hands. 



3. Explain procedure to the child, according 
to his or her level of understanding. 

4. Position child. 



5, Insert the tip of the DeLee catheter into 
the nose or mouth. 

6. Place the adapter in your mouth and suck 
on it to pull secretions up into tubing. 



7. If the nose secretions are very thick, use a 
few drops of saline to loosen them before 
suctioning. 

8. Clean the DeLee catheter and trap in hot 
soapy water, or dispose in appropriate 
receptacle. 

9* Wash hands, 

10. Note the color, consistency and amount of 
secretions in daily procedure log. 



R)sHion may vary. See child specific 
guidelines. 

Suction nose first. 



The secretions will collect in the trap and not go 
into your mmth. Watch the trap. If the level of 
the secretions is getting too high (close to the 
adaptor tubing), stop suctioning and empty 
trap, or use amdher catheter. 



Report to parent any changesfmm the child !s 
vsiial pattern. 
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Possible Problems 



Observations 



JHeason/Action 



The child develops a nosebleed during 
suctioning 



The child gags or vomits during suctioning 



St()p suctioning. 

Crpntly sqtieeze bridge (yfiwsf' with your fingers 
a lid hold/or 5 minutes. If bleeding has Htopimiy 
do not use that side of the nose to svctiov n nlil 
iwnnissiou i.sgii'^ni bifpa^^nt ordodon 

Catheter is protyabty down kHt fan Pxdl back a 
short distmwe aiid complete snjctioning. 

(f mmi ting occurs, stop suctioning, mmojv^ 
catheter, and wait until vomiting hasstopiMcL 
Make sure that the ch ild is able to breathe 
easily. 

A^fter vom iting, the ch ild may require refmil 
suctioning. Be careful that catheter is not down 
too far 



i .:.) 
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Use of Mechanical Ventilators 



Ventilator dependency may result from a great variety of medical conditions in children. The ty\w 
of ventilator equipment required, the degree of dependency, and the intensity of care required on a 
daily basis is determined by the individual student's medical needs. 

This section provides a general overview of basic ventilator terminology, appropriate personnel, 
and possible problems and emergency management. It is not intended to be used as a comprehensive 
reference for ventilator management for an individual student. Several such manuals are available; 
see suggested references at the end of this section. 

hi addition, it is essential to obtain the child-specific information for a student from the appro- 
priate medical providers. 

Purpose 

Mechanical ventilation is used to sustain life when a person is unable to breathe sufficiently on 
his or her own. Conditions such as neurologic damage, muscle weakness and severe pulmonary dis- 
ease may result in ventilator dependency. 

The ventilator or respirator is a machine that can be used to provide total respiratory support for 
a person who is unable to breathe independently. A ventilator may also be used to assist a child who 
is able to breathe but whose respiratory ability is inadequate. These children may require a few 
breaths a minute in addition to their own, {)ositi ve pressure to keep the lungs open, or for a pre- 
scribed period of time during the day or night. 

Many different types of ventilators are used, depending on the size of the child, medical condi- 
tion, and the mdividual preference of the physician prescribing ventilation. The most common basic 
type of ventilator is a positive pressure ventilator. This kind of machine breathes for a person by 
delivering air into the lungs, usually through a tracheostomy tube. This type of ventilator can be 
relatively small and portable. 

A negative pressure ventilator pulls air into the lungs by pulling the person's chest wall outward 
as the person lies in a vacuum chamber. There are a variety of negative pressure ventilators, including 
the iron lung, the "raincoat" and other portable home devices. This is much less commonly used and 
is only recommended for certain conditions such as muscular weakness. A tracheostomy tube is not 
required with negative pressure ventilators. 

Suggested Settings 

In mo.st cases the ventilator must accompany the child in school and in the traasportation vehicle. 
All settings should always have available grounded electrical outlets and a back-up power source. 

A resuscitation bag, spare tmcheostomy tube and suction supi)lies must also be available for all 
students with ventilators, at all times. 

Suggested Personnel and Training 

Ventilator care should be performed by a qualified registered nurse or respiratory therapist with 
provt-n competency-based training in appropriate techniques and problem management, unless stale 
medical and nursing practice standards sj)ecify otherwise. 

We are aware of different service delivery models available for ventilator care, which utilize non- 
medical personnel. Our recommendations are conservative and ba.sed on tiio following i.ssues: 

• The lack of standardization in nur.sing and nietlical pract ice. 

• The highly technical nature and [)otential ri.sk to the chihi. 
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A trained care-giver should be immediately available to the child who is dependent on mechani- 
cal ven!;ilation— in the same classroom or transportation vehicle as the child* They must understand 
the amount of assistance each child requires ftrom the ventilator* All care-givers must Imow 
specialized CPR for tracheostomies. 

If the trained care-giver and back-up personnel are unavailable on a given school day^ 
the student should not attend school. However, an optional agreement may be made between 
the school and the family where the parent would attend school to function as Uie care-giver for 
the child. 

All school personnel who have regular contact with a student who requires mechanical ventila- 
tion must receive general training, covering the child's specific health care needs and potential prob- 
lems, as well as how to implement the established emergency plan. 

The Health Care Plan: Issues for Special Consideration 

Each student's Health Care Plan must be tailored to individual needs. The following section 
reviews information about ventilator use and possible problems and emergencies that may arise. It is 
essential that this section and a reference for the specific ventilator used be reviewed before writing 
the Healthcare Plan. 

A sample Health Care Plan is included in the Useful Documents section of this manual. It may be 
copied and used to develop a plan for each student. For a student who requires the use of a ventilator, 
the following items should receive particular attention: 

• The child's underlying condition and the possible problems arising from the condition or 
treatment, 

• The student will need a highly skilled care-giver with him or her in the classroom and the 
transport vehicle. 

• Ventilator settings need to be checked every one to two hours. 

• Back-up power supply should be available at all times- 

• The child's baseline status (usual ventilator settings, lespiratory rate, color, lung sounds, 
pulse, etc.), 

• The student's degree of ventilator dependency. 

• The child's ability to request assistance. 

• Signs and symptoms of respiratory distress (cyanosis, agitation, etc.). 
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Ventilator Features 



Points to Remember 



Standard ventilator features that should be 
checked: 

L B^wer source: 

• Internal battery 

• External battery 

• Accessible, functioning electrical outlets 

• Emergency power supply 

• Back-up battery 

2. Oxygen source: 

• Connection to ventilator and 
spare tubing 



3. Humidifier: 

• cascade 

• heat/moisture exchanger 

4. Ventilator circuit: 

IVibing and spare tubing required: 

• Vent to humidifier 

• Humidifier to child 

• Exhalation tubing 

• Pressure tubing 

Valves: 

• Exhalation valve 

• PEEP valve 

• Other adaptors needed for a particular 
child plus spares of each* 



* ♦ ^MUSTBE CONNECTED FOR MACHINE 
TO FUNCTION.^** 



An oxygen source may be included, if 
prescribed for student. 

Oxygen may be supplied in gas or liquid form. 

Adequate supply of oxygen for da% spare tank 
and gauge. 

Moisturizes the air going to the child. 



The ventilator circuit consists of the tubing 
that is attached to the ventilator and the child 's 
tracheostomy tube, and such other components 
as the humidifier and the exhalation and 
PEEP valves. The tubing brings the air from 
the ventilator to the child. 



Ventilator circuit maintenance: Clean 
equipment daily or as needed. 



Alarms: 

• High and low pressure 

• Volume 

• Power source 

• Heat 



ALARMS MUST BE TURNED ON AT 
ALL TIMES. 



ffa heated humidifier is used. 
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6. Other Equipment That Should Be Checked 
Daily: 

• Manual resuscitator bag and adaptor or 
mask 

• Spare trach tube and supplies 

• Suctioning equipment 
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Ventilator RBurameters 

These are prescribed settings for a given child, 
and should be checked several times during the 
day— every 1-2 hours or more frequently if the 
child's status changes. 

1. Tidal volume 

2. Respiratory rate 

3. Oxygen % 

4. Peak Inspiratory Pressure (PIP) 

5. Positive End Expiratory Pressure (PEEP) 

6. Ventilator Mode 

7. Inspiratory Time (T' time) 

8. High Pressure Alarm 

9. Low Pressure Alarm 

10, >wer Source Alarm 



Points to Remember 



The amount oj air in each breath. Determined 
by ch ild 's size. 

Number of breaths deli leered in a minute. 
Determ ined by ch ild 's condition and size. 

Based on individual child's needs. 

The amount of pressure required to inflate the 
lungs to the prescribed tidal volume. 

The amount of pressure needed to keep the lungs 
from totally collapsing qfter exhalation. 

The type of respiratory support administered to 
the child: Interm itte'nt Mandatory Ventilation 
(IMV), Assist'Controlj or Sponlaneous Iniemiit' 
tent Maridatory Ventilation (SIMV). 

The prescribed mode will be determ ined by the 
child 's condition and respiratory ability. 

The amount of time in the wnt cycle used to 
deliver a breath. 

Reflects a tofj-high inspimtory pressure. May 
indicate increased resistance or obstruction. 

Indicates a too-low inspiratory pressure. 
Warns of a leak in the system; may signal that 
adequate mlume is not being delivered. 

Indicates a change in power. 

ALARMS SHOULD NEVER BE TURNED 
OFF. 
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Possible Problems 




Observations 

Child appears to be in distress: 

• Increased shortness of breath 

• Agitation 

• Blueness or pallor of lips, nailbeds 

• Retractions 

• Confusion 

• Rapid or pounding pulse* 




If the trach tube is dislodged 

If the trach tube is plugged 

If the child has increased s^^cretions 

If the child is wheezing 

If the child continues to be in distress or 
becomes unconscious 

If distress is relieved by disconnecting from 
ventilator and using manual resuscitation 



If the power supply is not functioning 



Reason/Action 

Immediately vh4'ck the child and caUjbr 
a.ssLstanee, Tlihs may he due toiH^clusion of the 
trach tube by a ping orserr^'timvi, a dislodged 
tube or other ainvay pyr}hlems. 

It may also be due to a mntilator ma(f upiction: 

• The exhalation ixilve may l)e obstnwted, 

• Hie trarh tube may be out of alignment. 

• The child may be coughing, ordoiny 
someth ing else to rai^ pressure tramiently. 

Check to see that p(m^ source is functioning 
and that oxygen supply is adequate. 

Disconnect the child from the ventilator and 
use manual resuscita tor bag if needed wh ile 
attending to the child's iweds. 

Replace the tube. 

Attempt tiisuKiiim—if mismxvssful, rejylace tube. 
Suct ion the t rach , 

Adm inister Immchodila tors as ordeir^d a mi 
suction as necessary. 

Continue using manual resuscitator and 
activate ewergency pn^edure. 

Check the vimtilator uhile using the man ual 
resuscita tor^ if necessa ry 

Check cinmit, valves and tubing for leaLs or 
ohstruction. 

If unable to locate and comect problem with 
ventilator, continue using resmcitation Img 
and call Home Care Co., parent a nd other 
providers as specif ied in child-sjHrific 
guidelines. Activate emerge ncg plan if needed. 

"'Bay'' with manual resuscitator until problem 
can tw corrected. 
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An alarm is sounding: 

• Low Pressure alarm is a continuous alarm 



• High Pressure alarm is an intermittent alarm 



• Power alarm is continuous 



ALWAYS CHECK CHILD FIRST; IF THE 
CHILD IS OKAT, CHECK THE VENTILATOR. 

The child may he disconnected from 
the vent. 

The exhalation valve is not umrking (wet 
or punctured). 

The trach tube is no longer in place. 

The circuit tubing i3 no longer attached or is 
loose. 

Water is present in pressure or exhalation 
tubing. 

Humidifier is improperly attached or leaking. 

This may indicate increased resistance 
or obstruction. 

The child may need to be suctioned for 
secretions or a mucus plug. 

The circuit tubing may be blocked by water or 
pinched off. 

The exhala tion valve may be obstructed. 

The trach tube m^ay be out of alignment. 

Th£ child may be coughing, or doing something 
else to raise pressure transiently. 

Check to see that power source isfunctioning. 

The alarm nmy sound if pouer source is inter- 
mpU^ e.g., power failure^ battery change, etc. 



1 ;n 
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General Information Sheet 

Children Who Use Mechanical Ventilators 

Dear (Tfeacher, lunch aide, bus driver, etc.): 



. (student) has a condition that requires a 

ventilator (breathing machine). This machine helps a person breathe by pushing air into the lungs. 
Children who use a ventilator usually have a tracheostomy tube—a tube that has been surgically 
placed into the windpipe in the neck. This tube is attached to the ventilator by soft plastic tubing. 
Ventilators need a battery or other power source to function. The ventilator must be with the student 
at all times, including during transportation. 

A team including the child's parents, and education and health persoimel will develop a specific 
nealth care plan for the school. Classroom issues such as the accommodation of health care during the 
<i2y with minimal disruption of the class, feeding issues, and the avoidance of infectious exposure 
such as colds will be addressed in the care plan. 

The student will have a care-giver with him/her at all times. This person will be trained to manage 
the ventilator and care for the child. 

The following staff members have also been trained to deal with any problems that might arise: 



All staff who have contact with children who use ventilators should be familiar with the emer- 
gency plan and how to initiate it in their setting. It is recommended that you participate in CPR 
training, with specialized training for tracheostomies. 

For more information about ventilators, tracheostomies or the student s needs, consult the school 
nurse or the child's parents. 
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Included in this section are Skills Checklists that can be used to review and 
document training of care-givers. At the end of this section is a form that can be used with 
each skills checklist by the instructor to summarize training and to recommend follow-up 
and review of skills. 

The following procedures are included: 

Gastrostomy Bolus Feeding 
Gastrostomy Slow Drip/Continuous Feeding 
Gastrostomy Button Bolus Feeding 
Gastrostomy Button Slow Drip/Continuous Feeding 
Nasogastric Tube Bolus Feeding 
Nasogastric Tube Slow Drip/Continuous Feeding 
Central Venous Line Dressing Change 
Heparin Lock Flush 
Gean Intermittent Catheterization-Male 
Qean Intermittent Catlicterization-Fcniale 
Colostomy Care 
Ileostomy Care 
Urostomy Care 

Oxygen: Cylinder, Liquid, Concentrator 
Go Bag Supplies 
Tracheostomy Care 
Sterile Suctioning 
DeLee Suctioning 
Bulb Syringe 
Nasal/Oral Suctioning 
Respiratory Emergencies: 

Accidental Removal of Trach Tube 
Difficulty with Trach Tube Insertion 
Blocked Tracheostomy Tube 
Aspiration 

Summary of Skills Training and Recommendations 



3 t :i 
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PR(ME(T SCH(K)L CARE-GUIDELINES FX)RCARE 



Child's Name: 



Person Trained:. 
Position: 



Gastrostomy Bolus Feeding 

Skills Checklist 



Instiuctoo. 





Demo 


Rati 






Date 




Date 










omC9 nflinc wiQ iiuiyuBc Oft proccoufc* 
















B* Piqxntion: 
fl 1. ComDletet at timed) 
















1 2. cc't rammmt^ 

1 PormulVFeedinE (tvoe of feedinft) 
















■ ^ • rcmin^ lo DC cun "cifla in millUlfts 
















1 4. Potition for feeding 
















11 actions 
















C. Idenufies Supplies: 
1 . (-tineier 

: («ype) 
















A. Small port plu« 
















b. Peedtn£ port 
















2. Clamp and phit 
















3, 60 cc. catheter* tipped syringe 
















4 * Fomiula at room temperature 
















3 * Small ilass of Up water 
















D. Pkx)cedur&: 
















1 . Washes handi thoroughly 
















2 * Gathers equipment 
















3 . Positions child and explains procedure 
















4. Removes oluf from feeding tube 
















Child-Specific; fStep* 5-11 ne«H h# pr^ci^«)v./l fr*^ 
each child) 
















5 . Checks for proper placement of tube: Attaches 
syringe and aspirates stomach contents by 
Dulling plunaer back 
















6. Measures contents 
















7. Returns stomach contents to stomach 
















8 . If stomach contenu are over cc*s, subtract 

from feeding 
















9. If more than cc's, hold fcedin£ 
















1 0. Pinches or clamps off tube 


















ERIC 



143 
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Gastrostomy Bolus Feeding 

SkUls Checklist 



Child's Name: 





Demo 
Date 


Rem 


ulDsi 


nnmtTMton 1 


Date 


Dale 


Date 


Date 


Date 


Date 1 


11* Remove! syrinte 
















12* Anaches tyrtnge without plunger to feeding 
poix 














1 


1 \ V^nnrm. ffwrnulB fmr^wwt Imiiii^i iitnfi>\ ifitA cvnfitf^ 

I J • roim iw iiiuiB mnp^aiiuc/ mio »jriiii^c 

(■pmox. 30-40cc't) 
















i^* iveiceves q« unciunpi oioc uiu uiowi icooin^ 
to £0 in slowly 
















H ▼rnGVi iceuDig gcu lo .yvc niBntvi, msnu imnv 

1 formuU 
















I io* continues mis pioceoure unui me leeoing nss 
1 been completed 
















H 17.1 ues tooui 311 muiuies to complete teeotng 
1 (the higher the syringe is held the faster the 
feeding will flow) 
















18. Lowers the syrinie if feedins is loinc too fiSt 
















19. Makes feeding like meal time: young children 
may suck on a pacifier 
















20. Phishei tube with cc's of water when 
feedina is complete 
















21. Pinches off tubing* removes syringe and closet 
off clamp 
















22. Allows chiM to remain in feeding position foi 
minimum of one-half hour after feeding 
















23. Washes syringe with soq> and warm water and 
puu in home container 
















24. Reports any problems to i>arenis 
















25. Documents procedure and problems in loa 

















Checklist content approved by: 



Parcnt/GuanJian Signature Due 



Foiftut «d»ptad with penniicion fftsn: 

Chronic lUncit Program 

Voitilaior Atsifiod Care Piogiwrn 

C^Uditti*! Hwpiul New Orleani* LA (Rvd. 6/S9) 
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Gastrostomy Feeding 
Slow Drip/Continuous method 

Skills Checklist 



Child's Name- 



Person Trained; 
Position: 



Insmictor: 





Demo 
Date 


Ren 


im Demonstri 


tion 


Date 


Date 


Date 


Date 


Date 


Date 


fl A. States name and purpose of pnxxtduic. 
















H H ThrMfcrwirtitifWi ^ 
H O* r i^iMuaUOn* 

H 1 ^oinnlAt:efi at fimiik^ft^ 














H 2 . cc'» (amount) 

H rOTinuia/rcecitnig^ 
















y ^ . rccuinx lO oc comptcteQ in muiiUtcs 
















1 4. Position for feedinv 
















5 . Identifies where procedure ir. done and child's 
activity level 
















6* Identifies potential problems and ^ipropriite 
actions 
















C. Identifies Supfdtes: 

1. Gastrostomy tube (size) 

(type) 

Balloon size cc 
















a. Small port plus 
















b. Feedinjt port 
















2 * Clamp and plu^cap 
















3 * Feedina solution (room temt>erature) 
















4. 60 cc catheter-tipped syrinjte 
















5. Feedina container and tubina 
















6 . Pump (if used) 
















7 . Tap water 
















8. Pole to hold feeding container 
















D. Pipoceduie: 

1 . Washes hands 














2. Assembles equipment 
















3. Positions child 
















4 . Explains the procedure to child 
















Child-Specific: ^sterM 5-10 need to he preft<:rihAH fnr 

each child) 
















5 . Checks for proper placement of tube: Attaches 
syringe and aspirates stomach contents by 
pulling plun|:er back 
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Gastrostomy Feeding 
Slow Drip/Continuous method 
Skills Checklist 



Child's Name: 



1 




1 Ren 




nonatration 




Date 


Date 


Date 


Date 


Date 


Date 


6. Measures contents | 














7. Returns contents to stomach 
















8 * If volimie is more than ccV subtract 
from feedtna 
















9* If more than cc's^ hold feeding 
















10. Pinches or clamps off tubing and removes 
syringe 
















1 1 * Pours feedina/fluids into feedins container, nini 
feeding through tubing to the tip and clamps 
tubinit 
















1 2. Hangs container on pole at height required to 
deliver prescribed flow. If pump is used, places 
tubina into pump and sets flow rate 
















13. Opens safety plug and inseru tubing into the 
button 
















14. Opens clamp on tubing and adjusts flow to 
prescribed rate. (If pump is used, opens clamp 
completely) 
















15* For a conthittotts feeding with a pump, adda 
















16. Checks rate and flow periodically and adjusts if 
















17. When single feeding is completed (bag 
H empty), clan^ tubing and G>tube and 
disconnects from Q-tube 
















18, Makes feeding like meal time: young chtkiren 
may suck on a pacifler 
















19. Attaches catheter-tipped syringe with plunger 
removed and flushes G-tube with cc*s 
water 
















20. After flushing, lowers syringe below stomach 
level or leaves elevated asul open for specifled 
time to vent G-tube 
















2 1 . Clamps or caps G-tube and secures tubina 
















22. Keeps the child in feeding position for at least 
30 minutes after completing feedina 
















23. Cleans and stores feeding container, tubing and 
svrinae 
















24, Washes hands 
















25. Documents feedina and observations in loa 
















26. Reports an^ problems to parents 

















Checklist content approved by: 



Parent/Guardian Signature E>ate 

Fonnu idaptAd with pemuMton from: C ironic IUacm Rrogrtm, VemiUior A(ti«ied Ctre Piognm 

Childm'f Hoipiul. New Orleim, LA 



o 
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Child's Name: 



Gastrostomy Button 
Bolus Feeding 

Skills Checklist 



Person TraincdL 
Position: 



Instnicton 



B. Prqjaration: 

1 . Completes at 



time(5) 



3 ■ Feeding to be completed in 



.cc*s (Amount) 
f ormula/feedinit (type of feeding) 




4. Position for feeding 



minutes 



5. Identifies potential pioblems and app ro p r i ate 
actions 



C. Identifies Supplies: 

1. 60 cc catheter-tip feeding syringe 



2. Adapter with tubing and clamp 



3 ■ Prescribed diet at room temperature 



4. 



water 



D. Rnoceduie: 



1 



Washes hands thorou£hlv 



2 . Gathers equipment 



3. Positions child 



4 . Attaches the adapter to feeding syringe 



5. 



Opens safety plug and atuches the adapter with 
feeding syringe to the button 



6 . Pours feeding into syringe until about one-half 
full 



Elevates the feeding above the level of the 
stoma::h. Opens clamp. Allows feeding to go 
in slowly, 20-30 minutes. The higher the 
syringe is held, the faster the feeding will flow 
Lowers syringe if the feeding is going too fast 



Demo 
Date 



Refills the syringe before it empties to prevent 
air from entering stomach 



Makes feeding like mealtime: young children 
may suck on a pacifier 



10, Flushes the button with _ 



cc*s of water 



Date 



Return DcmonstryiQn 



Date 



Date 



Date 
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Child's Name:. 



Gastrostomy Button 
Bolus Feeding 

Skills Checklist 



1 


Demo 
Date 


Retv 






Date 


Date 


Date 


Date 


Date 


Datej 


1 } . After flushing* lowen ihe lyringe below the 
itomach level to facilitate burpina 
















12* Removes the idtipUx with feeding syringe and 
snaps safety plug in place 
















13. KeqM the diild in a feeding position for at 
least 30 minutes after completing feeding 
















14* Washes syringe and tubing with soap and warm 
water and puts in home container 
















1 S Doctmients feeding and observations in log 
















16. Reporu any problems to parents 

















Checklist ccmtent approved by: 



Parent/Guardian Signature 



Dale 



Fonnat adapud with penniiiian fram: 



VaDtilaUir Aatiitad Can Prognm 

ChildMn't Hoapital. New Odeant. LA (Rvd. 4/B9) 



O 
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I»R( UECT SCIH K)L C ARE-(JUII)EUNES F()R CARE 



Gastrostomy Feeding Button 
Slow Drip/Continuous Method 

ChUd's Name: Skills Checklist 

Person Trained: 



Position: „.__^ Instructor 



1 


Demo 
Date 


Ren 




mtsm 


tion 


L/aie 


iMie 




Date 


uate 


Date 


fl A. diaies nanic ana pufposc of pioccuufc. 
















B. Pttparatiofi: 

1. Completes ai tiine(s) 
















2 . cc'f (amount) 

Fonnula/feediniE solution 
















3 * Feeding to be completed in minutes 
















4. Position for feeding 
















S . Identifies where procedure is done and child's 
activity level 
















6. Identifies potential problems and appropriate 
actions. 
















C . Identifies Supplies; 

1 . GT buuon f size). 
















2 AdantAf witb tubing JiTirf rlnmn 
















3 . Feeding solution in conuiner (bag)-at room 
temperature 
















*f . \7v wv vauieicr'UppGu SjfTui^c 
















S . Pump (if used) 
















6. Tap water 
















7 . Pole to hold feeding conuiner 
















D* Phxeduie: 

1 . Washes hands 
















2. Assembles equipment 
















3. Positions child 
















4 . Explains the procedure to child 
















S . Attaches adaptor to tubing 
















6 . Pours feeding/fluids into feeding container, runs 
feeding through tubing to the tip and clamps 
tubing 
















7 . Hangs container on pole at height required to 
deliver prescribed flow. If pump is used, places 
tubing into pump and sets flow rate 
















8 . Opens safety plug and inserts tubing into the 
button 
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Child's Name: 



Gastrostomy Feeding Button 
Slow Drip/Continuous Method 

Skills Checklist 





Demo 
Date 


Ren 




p&nstzi 


tion 1 


Date 


Date 


Date 


Dale 


Date 


■ 

Date 1 


9 . Opens clamp on tubing tnd idjusti flow to 
prescribed rtte* (If pump is usedt opens damp 
completely) 
















10. For i continuous fctcting with t pump, adds 
more fluid to bat when empty 
















1 1 . Checks rate and flow periodically and adjusts if 
needed 
















12. When alttgl« feeding is comfdeted (bag 
empty), clamps feeding bax tubing and removes 
















13* Makes feeding like meal time: Young children 
may suck on a pacifier 
















14. Attaches rath#i^-ti7WMM< cvrinfffi uid flushfis 
adaptor tubing and button with cc's water 
















IS. Afker flushing, lowers syringe below stomach 
level to facilitate burping 
















16. Removes adqitor and tubing from button and 
snaps safety plug in place 
















17. Keeps child in feeding position for at least 30 
minutes after completing feeding 
















18* Cleans and stores feedm|( container and nibing 
















19. Washes hands 
















20. Documents feeding and observations in lojg 
















2 1 * Reports an^ problems to parents 

















Checklist omtent approved by: 



Parent/GuaFdian Signature 



Dale 



FomiAt adapted v^th pcnnission fnmi 



Chronic lUnets Rro^m 
Ventilator Aisisied Cm Piognm 
Quldren*i Hospiul« New Orieuif , LA 
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ChUd's Name: 



Person Trained: 
Position: 



Nasogastric Tube Feeding 
Bolus Method 

Skills Checklist 



Instnictor 



1 




1 Ren 


lQLi2fil 


mom 


tion 




[Date 


Date 


Dale 


Date 


Date 


Date 


1 A. States name and punxyse of procedui^^ 




! 












8 

1 B. Pire|>arbdon: 

1 1. Completes at time(fi) 
















1 2. cc't (imoiint) 

1 Fonnula/feeding lolution 
















1 3 . Feeding to be completed in minutes 
















1 4. Position for feedtns 














— 


II 5 * Identifies where procedure is done and child's 
II activity level 
















1 6. Identifies potential problems and appropriate 
B actions 
















1 C, IdentiFies Supplies: 
















It 7 ^f^fline^nn* 
















3 . Feeding solution at room temperature 
















4. 60 cc catheter*tipped syringe 
















5 . Tap water 
















6 . Cap and clamp for tubing 
















D* Pjnxedure: 

1 . Washes hands 
















2. Assembles equipment 
















3. Positions child 
















4 . Explains the procedure to child 
















5. Checks for prop^ NG placement: (Steps 5^10 
need to be prescribed for each child) 
















a. Connects syringe to NG tubing after 
removing cap/plua 
















b. Places stethoscope over mid*left abdomen 
and gently pushes in S-lOcc of air with syringe 
















c. Listens with stethoscope and identifies 
sounds heard with proper placement 
















6. Aspirates stomach contents by pulling plunger 
back 
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Nasogastric Tube Feeding 
Bolus Metliod 

Quid's Name: Skills Checklist 





Demo 
Date 






nonstratiDn 1 


Date 


Date 


Date 


Dale 


Date 


Date 1 


7 . Measures stomich contents md returns to 
stomtch 
















8 . If volume is over cc*s« subtract from 
















1 9 . tf volume is more than cc*s, hold feedina 
















1 10. Clamps/pinches NG tubina 
















1 11. Attaches syrmae widiout plunder to NO tube 
















1 12. Pom 30-40 cc's feedina into syrinae 
















1 13. Opens clanq> on NO tubingt allows feeding to 
1 run m slowly. (The higher the syringe is held, 

th# fftat^ thii fifkjwffffi* H/ill f1mir\ 
















14* Adds more formula ^en liquid is at Sec mark. 

C^ontinilfiS to siM until fSe^liitir is enffnn1iitw4 

over prescribed time. (Lowers syringe if flow 
is too fast) 
















IS. Makes feeding like meal time: young children 
mav suck on a nacifier 
















16. Flushes NO tube with cc's water 
















17. Pinches or clamps NG tubing. Disconnects 
syrinae 
















18. Clamps and/or caps NO tube 
















1 9. Makes sure NO tube is secured 
















20. Keeps the child in feeding position for at least 
30 minutes after completing feeding 














21. Cleans and stores syrinae 
















1 22. Documents feedina and observations in loa 
















1 23. Reports any problems to parents 

















Checklist content approved by: 



Part It/Guardian Signature Date 



Foimat adapted with pennisiiQn from: 

Chronic Dlneai Phigram 
Ventilator Af fined Care Piogxur 
Chiidrpn'f Hoapital. New Orleafi; . \ 
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PROJECT SC^HOOL CARE-GUIDEUNES FOR CARE 



Nasogastric Tube Feeding 
_ ^, Slow Drip/Continuous Method 

Chads Name: SlciUs Checklist 

Person Trained' 

P*>sidon; — „ Instnictor 





Demo 
Date 


Reti 


mJia 


nonstration 1 


Date 


Dale 


Date 


Date 




Date 1 


1 A. StdtCi> liiEme and txiiDOse of Drocedure. 














1 


1 . 

1 B« Ptcparabon: 

E 1 . compietei tt ^^^^^ ^ ^ time(s} 














1 
1 
1 


2. fc*i (unoimt) 
















Fonmili/feeding at room temperature 
















3 . Feedint to be cmipleted in ^inutei 
















4. Pofition for faedinf 
















S . Identifief where procedure is done and child*! 
activity level 
















6. Identifies potential problems and ^ipropriate 
actions 
















C . Identifies SunDlies: 

1 . NO mbe (tile) 
1 (type) 
















1 2. Stethoscope 
















1 3. Peedina tohition in container (baa) 
















!l 4* 60 cc catheteTotiiMseci cvrinM 
















H 5* Pump (if used) 
















H 6. Tap water 
















H 7. Pole to hold feedina container 
















I^OCCdm: 

1 * Washes hands 
















2. Assembles eauinment 
















3. Positions child 
















4. Explains the procedure to child 
















5. Checks for proper NO placement: (Steps 5-10 
need io be prescribed for each child) 
















a. Connects svrinae to NO tubinj^ 
















b. Places stethoscope over mid-left abdomen 
and aently pushes in S-lOcc of air with syringe 
















c. Listens with stethoscope and identifies 
sounds heard with proper placement 
















6. Aspirates stomacn contents by pulling plunger 
back 
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Nasogastric Tube Feeding 
Slow Drip/Continuous Method 
Child's Name: Skills Checklist 





Demo 
Date 


Reti 




nonfitratinn 1 


Date 


Date 


Date 


Date 


Date 




11 7 . M«*asurei volume of contenu and retums to 
II sio;iiach 














1 


y 8. If Viflume is over cc's, subtract from 

1 feedin^c 
















n 9. If vOi. ne is more than cc's. hold 
H feeding 
















1 10* Clamps/pinches NO tubinjc 
















n 11. Pottrs feeding into container, running fluid 
H through tubinic to tip and clamps tubing 














— 


12. Hangs conuiner on pole at height required to 
deliver prescribed flow rate. (If a pump is used, 
places tubing into pump mechanism and sets to 
prescribed rate) 
















1 3« Inserts tip of feeding container tubing into NG 
tube and upes securely. Unclamps NG tube 
















14. Opens clamp on nibing and adjusts flow to 
prescribed rate 
















15. For a continuous feeding with a pump, addi 
more fluid to bag when empty 
















16. Checks rate and flow periodically and adjusts if 
neeoea 
















17* wncn Single reeoiiig is completed v^ag 
ernptv). clamos feeding ba£ tubins and ninches 
or clamps NO tubing. Disconnects feeding 
container tubing 
















1 8 . Makes feeding like mealtime: Young children 
may suck on a pacifier 
















19. Plushes NG tube with cc*s water 
















20. Clamps and/or caps NG tube 
















1 21. Makes sure NG tube is secured 
















22. Keeps child in feeding position for at least 30 
minutes after completing feeding 
















23. Cleans and stores feeding container and tubinis 
















24. Washes hands 
















25. Documents feeding and observations in log 
















26. Reports any ^oblems to parents 

















Checklist content approved by: 



ParcntAjuardian Signature Date 

Formtt idipied with penrnision from: 

Chronic tllnesf Progrim 
Ventilator Aiiistcd C«ft Pragnm 
Ouldran'* Hospiul, New Orleans* 



i t: 0 
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PR( KIECT S( H( K )L CAIIE-C.l n )EUNES Ft >1{ CARE 




Child's Name:_ 
Person Trained; 
Position: 



CVL Dressing Change 

Skills Checklist 



Insuuctor 







Demo 
Date 


Rer 


kim 


monitration 1 


Date 


Date 


Date 


Date 




Date 1 


A, Sutet lume and purpose of procedure. 














1 


B. Preparation: 

1 . Reviews Univenal Precauticns 
















2* Identifies catheter placement exit site, etc* 
















1 3 . Identifies CVL catheter type and parts 
















1 4 . Identifiei wh«re procedure is done (retpecu 
n privicy) 
















;> « loenunes potential proDiems and appropriate 
actions 
















C. Identifies Supplies: 
1 . DreSBin£ kit: 
















Alcohol swabs 
















Povidone iodine swabs 
















Povidone ointment 
















1 Sterile £auze 
















1 2 . Mask 
















1 3. Sterile jiloves 
















4, TraniiMirent dressmg 
















S * Spare clamp 
















6 . Catheter cap 
















D. Procedure: 

1 . Washes hands 
















^. Assemoies cQUipment 
















3 . Explains nrocedure to child 
















4 . Puts on mask 














1 


5 . Positions child for procedure 














1 


V . /\iTviKC5 u ipnid 1 1 














— i 


7 . Removes wet or soiled dressinx 
















8. Inspects exit site 














I 


9. Puts on sterile gloves 
















10. Cleanses slcin with alcohol swabs 3 times and 
allows solution to dry 30 seconds 














Hi 


1 1 . Cleanses skin with povidone swabs 3 times and 
allows povidone to dry about 30 seconds 
















12. Dries skin with sterile gauze 














1} 


13. Applies povidone ointment to site 
















14. Places sterile gauze over ointment 














i 


IS. Covers gauze with transparent dressing 
















16. Secures catheter with tape 














-1 
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raOJECT SCHOOL CARE-GUIDEUNES FOR CARE 



CVL Dressing Change 

Child's Name: Skills Checklist 





Demo 
Date 


Reti 




tmssu 


tion 


Date 


Date 


Dtfe 


Date 


Date 


Date 


17. DitDOtet of £lovet tnd turoliei tpproprittely 
















18. Washes hands 
















19, Documents fvocedme and problenu 
















20. Report any problems to parents 

















Checklist content approved by: 



Parent/Guardian Signature Date 

Fofirat 4dipi6d with pmniiiion fron&t 

Ovonic tUfiflv Profmn 
Vontilitor Auistad Cm Prognm 
Quldnn*! Hoi|nulN«w Ortem, LA 
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PR().IE(T St H(H)L C ARE-(aiinEUNES FOR CARE 



Heparin Lock Flush 

CWld'sNamc: Skills Checklist 



Person Trained: 



Position: Instnicton 





Demo 
Date 


Date 


Date 


|rn Pg 

Date 


Date 


Date 


1 

Date 1 


A. States name and duit jst of Dcocedurc 
















B. Prepaiation: 

I * ivOmpiciBS wi tunftftj 
















2. Reviews Universal Precautions 
















3 . loenlmes where nrooedure u done 
















4. Identifies potential problems and appropriate 
1 actions 
















C. Identifies Siqjplies: 

1 . Heparinized saline of prescribed concentrttion 
















2. 3 ml syrinse with a 21-23 xauae needle 
















3. 2 alcohol swabs 
















4. Adhesive tape 
















5 . IV cadieter and male adaptor 
















D, Pkooedure^ 

1 . Washes hands 
















2. Assembles eouipment 
















3 . Explains procedure to child 
















4 . Cleanses top of heparinized saline container 
wiui aiconoi 
















S . Draws prescribed dose of heparinized saline 
into syrinte 
















6* Cleanses male adar»tor hub with alcohol swab 
















7 * Slowly injects dose of heparinized saline into 
hub 
















8 . Removes syringeAieedle without dislodging IV 
catheter 
















9 . Disposes of syringe and needle in appropriate 
container 
















10. If problems with injection, inspects IV site and 
removes IV catheter if inTiltiated 
















1 1 . Reinforces dressinx. if needed 
















12. Washes hands 
















13. Documenu procedure and problems 
















14. Reports any problems to parents 

















Checklist content approved by: 



Parent/Guardian Signature Date 

Fonnit ftdipied wiui pcnniMion from: 

Chronic lUneit Progr«m 
Ventilator Asniiad Care Progntn 
Children I Hospiul. New Orletns, LA 
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PR( ).?K(T scm K )L ( ARE-CJ riDEIJNES R>R CARE 



Male Catheterization 
ChUd's Name: SkiUs Checklist 

Person Trained 

Position- Instmctor 



1 


Demo 
Dat£ 


Reti 


p D« 


monstraticn 


Date 


Date 


Date 


Date 


Date 


Date 


1 A, States name afxlDun)ose of DTOc^^ 
















1 B. Pirqnratioti: 

1 1 . Completes k t tim^M ^mergmey 

1 complete earlier than liter) 
















1 2. Compleur* where rCofuider 
Drivacy and acceas to bathroom) 
















3. Position for catheterization: 
















4. Identifies body parts: 
















a. Scrotum 
















b. Foreskin 
















c. Meatus 
































11 S. Identifies potential problems and appropriate 
n sciions 
















C . Identines Supplies: 
1 . Type of Catheter 














2 * Lubricant 
















*f • wn <r rcccivifiK pan 
















4. Cleanins material 
















0 D. Prooeduie: 

■ 1 . wasnes nanos 
















1 2. Gathers eouipment 
















1 3. Positions child for catheterization 
















4. Arranges equipment for procedure 
















S. Puts on clean gloves 
















6 . Lubricates catheter and places on clean surface 
















7, Cleans: 

a. Prepares cleanina materials 
















b. Retracts foreskin (if needed) 
















c. Holds penis at rijtht angle from the body 
















d. Pulls penis straiRht 
















e. Cleans meatus and glans 
















f . Uses swab only once 
















g. Wipes a minimum of 3 times 
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PROJECT SCHOOL C^ARE-Gl IDEUNES FOR CARE 



Male Catheterization 

ChUd'sName: SkiUs Checklist 



1 


Demo 
Date 


Rea 




QODSIIi 


tion 1 


Date 


Date 


Date 


Date 


Date 


Date 1 


II 8 . Grasps catheter about 4 inches from tip 
















9. Inserts well lubricated catheter into penis with 
consistent pressure (if muscle spasm occurs. 
Slop monicniaiiiy ano incn again use siow even 
pressure). NEVER FORCE A CATHETER 
















10, When urine begins to flow, inseru 1/2 inch 
more 
















1 1 . Allows urine to flow by gravity into the 
shallow pan or toilet 
















12. Child-Specific: 

If ordered, aently presses bladder to help empty 
















13. Removes catheter slowly when urine stops 
flowing 
















14. Stops and waits until all urine stops flowing 
















1 S . Dries and dresses 
















16. Washes equipment and puts used catheter in 
home container 
















17. Documents procedure in observation log 
















18. Reports any problems to parents 

















Checklist content approved by: 



Parent/Guaixlian Sign^ure Date 

Foffllit idapted with pemuisioii from: 

Chnmic Dlneit Prograin 
Vcntiktor Au isied Cm Ptognxn 
Onldran*! Hnpitd, New Ori««iii, LA 
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PR(UE(T SCHOOL C;ARE-(;tTinEUNES FOR CARE 



Female Catheterization 

Quid's Name: SkiUs Checklist 

Person Trained; 



Position: Instnictor. 





Demo 
Date 


Rett 


iI2LJ2a 


mmatu 


tion 


Date 


Date 


Date 


Date 


Date 


Date 


A* States name aiKirurposecrf^Qroce^^ 
















B. Prqnratiofi: 

1. Completes at time^g) fin 
emeTKcncy conipicie earlier raincr man laterj 
















2. Cotnpletei where fConsider 
privacy and tccesi to bathroi^T«) 
















J * r osiiiuit loi vWfieicnMiion* 
















4. Identifies body parts: 
















a. Labia Majora 
















D- i#«DlK jviinuT* 
















w. ivieAius 
















Oi rosuion or uremra 
















^ . ioenuiies poienuai proDiems ana appropriate 
















C. Identifies Supplies: 
1 . Tvoe of Catheter 
































1 3. Urine receiving pan 
















II 4 Clesnintf mAteriftl 














— 


D. Pftxeduie: 

1 * Washes hands 
















2. Gathers eauipment 
















3. Positions child for catheterization 
















4 . Airan^es equipment for procedure 

















S . Puts on clean gloves 
















6 * Lubricates catheter and places on clean surface 
















7. Cleans: 
















a. Prepares cleanina materials 
















b. Opens labia minora & majora 
















c. Cleans from front of folds to back of 
meatus 
















d* Uses swab only once 
















e. Wipes a minimum of 3 times 
















8 , Grasps catheter about 3 inches from tip 
















9 . Inserts into urethra tmtil urine begins to flow 
















10. Advances 1/2 inch more 















i « . t > 
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PROJECT SCHOOL CARE-GUIDEUNES Ft)R CARE 



Quid's Name: 



Female Catheterization 

Skills Checklist 



1 


Demo 
Date 


Rcti 


m Der 




tion 1 


Date 


Date 


Date 


Date 


Date 


Date 1 


1 1 . Allows urine to flow by gravity into shallow 
pan or toilet 
















12. Child Spwifl^; 

If ordered^ gently presses on bladder to help 
empty 
















D 13, Removes catheter slowly when urine stops 
11 flowing 
















H 14, Stops and waits until all urine has drained if 
H urine beains to flow again during removal 
















1 IS. Dries and dresses child 
















1 16. Washes equipment and puts used catheter in 
1 home container 
















H 17. Documents procedures and observations in log 
















II 18 Reports any problems to parents 

















Checklist content approved by: 



Paient/Ouardian Signature 

Foniut adapled with pnmiitian fnm: 



£>aie 



Chronic ninen Program 
Ventilator Affined Gate Piognm 
OiililfBi** Hocpit/il, New Orlcani, LA 
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PRaiECT SCIi(X)L C ARE-GUIDEUNES FOR CARE 



Colostomy Care 

CMd's Name: Skills Checklist 



Person TraincdL 



Position : Instructor 





Demo 
Date 


Reti 


uoJia 




Date 


Date 


Date 


I>ate 


Date 




1 ' ■ 

H A. States iiflfne and miniMe imv^edim 
















B. Pirqwation: 

1 . Reviews Uiuversal Prectutions 
















2. Completes st time(s) 
















1 3 . loentines where procedure u done (consider 
privacy and access to bathroom) 
















4. Position for ostomy care: 
















5* Identifies possible problems and appropritte 
actions 
















C. Identifies Stipplies: 
1 . Soap tnd water 
















I. doit ciotn or aauze 
















3. Skin preparation 
















4 , Adhesive 
















5. Clean Saa 
















0 . Belt, if needed 
















7 , Scissors and measurina guide 
















0. Clean aloves 
















9 » Adhesive tape« if needed 
















II D. Procedure: 

1. Washes hands 
















2* Arsembles equipment 
















3 . Explains procedure to child and encourages 
pariicipation 
















4. Puts on aloves 
















S. Empties contents of bag before removal, if 
ordered 
















6. Removes used baa 
















7 . Washes the stoma area 
















8. Inspects skin for redness/irritation 
















9 . Dries stoma and skin 
















10. Places skin banner around stoma 
















1 1 , Applies adhesive to bag or removes backing 
from adhesive 

















1 f; 
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PROJECT SCHOOL CARE-GUIDELINES FOR CARE 



Colostomy Care 

Child's Name: SkiUs Checklist 





Demo 
Date 


Ren 




nonstration 1 


Date 


Date 


Date 


Date 


Date 




H 12* Centers new ba^ over stoma 














Date 1 


1 13. Presses bag firmly against skin barrier to 
1 i>revent leaks 
















n 14. Disposes of used bag in appropriate recepucle 
















1 15. Removes gloves and washes hands 
















1 16. Documenu procedure and problems 
















1 17. Reports any problems to parents 

















Checklist content approved by: 



Parent/Guardian Signature Dale 

Fonnit idipted with perniinion fnm: 

Chtonic nincM Proptm 
VentiUtor Asiified Cue Pvognm 
Childm't HacpiuU New Orleint, LA 




ERIC 
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PROJECT SCn(K)L CAHE ~Gl 'IDEUNES P()R CARE 




Child's Name: 



Ileostomy Care 

Skills Checklist 



Person TrainedL 
Position; 



InstnictorL 






Demo 
Date 


Ren 


|aLi2a 


nonstration 1 


Date 


Date 


Date 


Date 


Date 


Date 1 


A* States name And nuiDOse of nracedurft 
















to — _ — ^» 

u. rrqifirsiion: 

1 . Reviews Uiuvenu Precautions 














1 
1 


2. Completec at time(s) 














1 


I 3 . Identifies where procedure is done (consider 

II privicy and access to bathroom) 
















1 4. Position for oston^ care: 
















H 5. Identifies possible problems and appropriate 
H actions 














— 


n laenuties ouppi^: 
1 * Soao and water 
















2 . Soft cloth or ^auze 
















3. Skin preparation 
















4. Adhesive 
















5 . Clean ba« 
















6 , Belt, if needed 
















7 . Scissors and measuring jtuide 
















8. Clean filoves 
















9 . Adhesive tape, if needed 
















Procedure: 

1 . Washes hands 
















2. Assembles equipment 
















3 . Explains procedure to child and encourages 
participation 
















4. Puts on ftloves 
















S . Empties contenu of bag into toilet before 
removal, if ordered 
















6 . Removes used bajs 
















7 . Washes the stoma area 
















8* Inspects skin for redness/irritation 
















9 . Dries stoma and skin 
















1 0. Places skin barrier around stoma 
















1 1 . Applies adhesive to bag or removes backing 
from adhesive 
















12* Centers new bag over stoma 


















ERIC 
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PROJECT SCHOOL CARE-GITIDEUNES FOR CARE 



Quid's Name: 



Ileostomy Care 

Skills Checklist 





Demo 
Date 


Reti 




DfinSttl 


tton 1 


Date 


Date 


Date 


Dale 


Date 


Date 1 


1 13. Presiet bag finnly against ikin bairier to 
H prevent leaks 
















1 14. Ditpotet of used bax in appropriate recepude 
















1 IS. Removes iloves and washes hands 
















1 16. Documents procedure and observations 
















1 17. Reports any problems to parenu 

















Checklist content approved by: 



ParentAjuardian Signature 

FooMt utopMd with ptntiiititifi from: 



Date 



Chrofttc niftM Ptagram 
Vcntilsm Atsinod Cait Piogzui 
Childran*! Hocpiul, New Orleuu« LA 



n 1 
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PR().IECT SC'H(K )L C ARE-GHIDEUNES PC)R CARE 



Child's Name: 



Urostomy Care 

Skills Checklist 



Person TrainedL 
PDsition; 



Instnictor. 





Demo 
Date 


Reti 


imJ2fi] 


inonstij 


tion 1 


Date 


Date 


Date 


Date 


Date 


Date 1 


A. Ststcs Mmc 8nd purpose of procedure* 














1 
1 


^ , 

B, Pttparttion: 

I * Kcvicws univerifti iTBCAUuOiit 














1 


2. Completes tt o'clock 














1 


3 • Ideniifiet where pfoceduie it done(cofisider 
privacy and access to bathroom) 
















4. Position for ostomy care: 














1 


1 5 . Identifies possible problems and appropriate 
1 actions 
















C. Ideniiries Supplies: 
1 * Soap and water 














11 


2. Soft cloth or sauze 
















3* Skin oreparation 
















4 . Adhesive 
















S. Clean ba£ 
















6. Belt« if needed 
















7. Scissors and measurinR guide 
















8* Clean sieves 














7 . Aonesive lapej ii neeoeo 
















iu. coniaincT to ciean^store Da£ 
















1 1 . Disinfectant solution to clean used bag 
















1 D. Pkocechue: 

1 . Washes hands 
















2. Assembles eauipment 
















3 . Explains procedure to child and encourages 
participation 
















4. Puts on gloves 
















S . Empties contents of bag into toilet before 
removal 
















i 6 . Removes used bag 
















7 . Washes the stoma area 
















8. Inspects skin for redness/irritation 
















9. Dries stoma and skin 
















10. Places skin bairier around stoma 
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PROJECT SCHOOL CARE-GUIDEUNES FX)R CARE 



Urostomy Care 

Child's Name: Skills Checklist 



1 

■ 


FN , , , , 

Uemo 
Date 


Rett] 




nonatration 1 


Dale 


Date 


Date 


Date 


Date 


Datel 


1 1 . Applies adhesive to bag or removes backing 
from adhesive 
















1 2* Centers new ba^ over stoma 
















13. Presses bag firmly against skin barrier to 
prevent leaks 
















1 14. Attaches belt, if used 
















1 IS. Disposes of used baa in appropriate receptacle 
















1 16* Removes gloves and washes hands 
















n 17. Documenu nocedure and problems 
















II 18. Reports any problems to parents 

















Cb'^cklist content ai^noved by: 



Parent/Guaidian signature Date 

FoRiMt tdapwd with penniician fron: 

Chrome nintfv Ptognm 
Vcniilauf Afiifwd Cue PiafiBni 
Oiildnn'* Hoipital, New OriMn. LA 
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PRO.IECT SC'HCX)L CARE-GUIDELINES FOR CARE 



Oxygen Cylinder 

CMd's Name: SWUs Checklist 



Person Trained: 



Position: Instnictor^ 



1 


Demo 
Dale 


Rem 


QLJ2a 




Date 


Date 


Date 


Date 


Date 


Date 1 


1 A. States nune and DunxMe Of DTOceduie. 














II 

■in d 


1 B, States PRECAUTIONS* 
















M C. Identifies Supplies: 

1 . Oxy£en cylinder with key. 














1 


2. Oxyten regulator. 
















3. Flowmeter. 
















4. Delivery device with oxygen tubtna. 
















S . Humidifier, if needed* 
















1 D. Steps: 

1 1 . Prepares tank and reaulator. 














— 1 


1 z* turns lanK on. 
















1 3 . Checks pressure in tank. 
















1 4. JEstimates amount of time unk will last 
















5 . Cmneds delivery device and humidifier (if 
needed) to cylinder. 
















1 6 . Adjusts flow to prescribed LPM. 
















7. Provides oxygen id child using prescribed 
delivery device. 
















8 . Monitors PSL flow and time while tank is in 
use. 
















9. Monitors child for hypoxemia while oxygen is 
in use. 
















10. Turns tank off before turning flow meter off, 
when tank is no bnger needed or must be 
chanRed. 
















1 1 . Stores tank safely. 

















Checklist content aiproved by: 

ParentA3uaniian Signature 

Ventilator Assisted Care ProgramJCIP, Children's Hospital, New Orleans. LA 70118 (1987) 
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PROJECT SCHOOL CARE-OUIDELINES FOR CARE 



Oxygen Liquid System 

Quid's Name: Skills Checklist 

Person Trained; 



Position: Instmcton 





Demo 
Date 


Date 


Reti 
Date 




p&ostu 

Date 


Date 


Hate 1 


A. StatttnameandDufDOseof DTOceduit. 
















B, Slates PRECAUTIONS. 
















H . locnutics duppiicsi 

1 1 . Liquid oxyxen syttem* 














1 2* Delivery device with oxyi|en tubiiiE. 
















1 3 . HumidifiAr if nfiAd^d 
















1 Steps: 

1 1 . Prepares unit 
















2 . Checks level of fluid. 
















3 . Connects delivery device and humidifier to 
liquid system. 
















4. Adjusts flow to prescribed LPM. 
















S . Provides oxygen to child using prescribed 
delivery device. 
















6. Monitors flow while in use. 
















7* Monitors child for hypoxemia while oxygen is 
in use. 
















8 . Monitors level of the liquid daily. 

















Checklist content approved by: 



Parent/Guardian Signature Date 



Verailator Assisted Care Program/CIP, Children's Hospital, New Orleans, LA 70/18 (1987) 
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ERIC 1 / o 



I»K(UECT SCIK K)L ('ARE-(n!inELINES 



Oxygen Concentrator 

Child's Name: SkiUs Checklisi 

Person Trained: 



Position: Instructor. 





Demo 
Date 


Reh; 




nonstration 1 


Date 


Date 


Date 


Date 


Date 


Date 1 


A* StiMcsnsincMdiMiDOKof ixooediiic. 
















B. States PRECAUTIONS. 
















C * Identifies Siq)|4ies: 

1 . uxyscn concencriior. 
















H 2. Flow meter* 














— 


1 3. Delivery device with oxygen tubinc* 
















■ ^ HumifltftJH* if ffiMwIjfeH 
I *^ • niMiiiuiiicif u liSQiicu 
















1 D. Steps: 

1 1 . Checks filter. 
















H 2. Turns concentrator on* 
















H 3 , Tests power fiiJure altnns* 
















1 4 . Connects delivery device to concentrator with 
1 tubinc. 
















1 5. Adjusts flow to orescribed LPM. 
















1 6. Provides oxygen to child using prescribed 
D delivery device. 
















1 7. Monitors flow while in use. 
















I 8. Monitors child for hypoxemia while oxygen in 

II use. 

















Checklist content approved by: 

Parcnt/Guaitiian Signature Date 

Verailator Assisted Care Program/CIP, Children's Hospital, New Orleans, LA 70118 (1987) 



PROJECT SCHOOL CARE-GUIDELINES Pi)R CARE 



Go Bag Supplies 

ChUd's Name: SkiUs Checklist 

Person Trained; 



Position; Instmctor. 



1 
1 


Demo 
Date 


Rett 


fIILJ2si 


nonstration 1 




Date 


Date 




L^aic 




1 A Stflteis fi&mfi And numcMe nf ramMdiin^ 
















B.. idenbnes use of each essential supply: 

• w% »_ «^ 

1. Resutctutor Bai* 
















2. Extra trach with ties and obturator. 
















3. Syrinae (3cc). 
















4. Saline vials. 
















5. SuctiOi. catheters. 
















6 . DeLee suction catheter. 
















7. Bulb syrinae. 
















8* Portable suction machine. 
















9. Blunt scissors. 
















10. Tissues. 
















1 1 . Water soluble lubricant or saline 
















12. Passive condensor. 
















1 13. Emerfency phone numbers. 
















1 14. Go Baa list. 
















1 IS. Other. 
















K.* . DemonstiBtes plan for checking emer^ncy 
supplies 

















Checklist content ai^roved by; 



Parent/Guardian Signature Date 

Veniilator Assisted Care ProgramJCIP, Children's Hospital, New Orleans, LA 70118 (1987) 
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PROJECT S(H( X )l CARK-(;ni)EUNES PfJR CARE 



Tracheostomy Care 

Child's Name: Skills Checklist 



Person Trained: 



Position: Instnictor: 





Demo 
Maic 


Ren 




DfiDStU 


tion 1 


Date 


Date 




L/SIC 


Date 


t/aie 1 


A. Slates name ami i)unx)9e of DTxcdurc. 
















B. Identifiea Sivplica: 

1 . Trach tie or trach tube holder 
















2. Hydrofoi Peroxide 
















3. Cotton tipoed applicators 
















4. Tracheal aauze or apon|ies 
















5. 3 clean contatnert 
















C. Steps: 

1. Assembles supplies 
















2. Washes hands thorouahly 
















3. Positions child 
















H 4 . Removes old trach aauze or spontes from the 
H trach 
















1 5. Cleans stoma with hydrogoi peroxide and 
1 cotton swabs 
















B 6. If trach with inner cannula, removes tniwr 

cannula* Inserts sterile inrnx cannula and locks 
in place 
















7 . Replaces old trach ties or holder with a new 
one 
















a. Holds flange* cuu old ties and removes 
ties or holder 
















1 b. Replaces used ties or holder with clean 
















H c. Ties ends sectirely with double knot or 
H secures holder 
















8. Cleans removed inner cannula: 
















a. Soaks inner cannula in peroxide and cleans 
with a small brush« pipe cleaners or cotton 
swabs 
















b. Rinses with tap water, soaks in 70% 
denatured^ clear alcohol for 20 minutes 
















c. Rinses with sterile water» shakes dry and 
stores 
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PROJECT SCHOOL CARE-GUIDELINES FXIR CARE 



Suctioning 
Sterile Technique 

ChUd's Name: SkiUs Checklist 

Person Trained; 



Position: Instmctor^ 





Demo 
Date 


Ret) 


iiaJ2a 


nonstri 


tion 1 


Uate 


Date 


Date 


Date 


Date 


Date 1 


1 A. States name and niipose of Drocedure. 
















B. Identifies Supplies: 

1 . Suction machine with tubinjE* 
















2. Sterile catheter kit 
















3. Saline. 
















4. CtQ> of tap water. 
















Resuscitator ba^ 
















C* Steps: 

1. Asiembles suDOlies. 
















2. Washes handi. 
















y 3 . Turns on auction machine and checks for 
1 function. 
















^ 4. Opens package and removes kit. 




■ 












1 S . Opens kit without touchins inside. 
















6 . Removes glove by holding inside of cuff and 
pulling alove over odier hand. 

















7 . Picks up catheter bag and removes catheter 
usin£ gloved hand. 
















1 8. Attaches top of catheter to suction tubina. 
















9 . Uses resuscitator bag with dirty hand to give 3- 
S breaths. 
















1 10. Inserts catheter into trach tube without suction. 
















1 1 . Advances catheter to end of trach tube or until 
child coughs. 
















12. Applies suction by putting thumb on suction 
catheter adapter . 
















13. Twirls catheter between fingers as it is pulled 
out of trach tube, staymg m no more than 10 
seconds. 
















14. Gives 3-S breaths with resusciutor bag after 
catheter has been removed from trach tube. 












15. Repeats suctioning in above order (10-14) until 
secretions are removed. 
















16. Places drops of saline or prescribed solution in 
trach tube (if secretions are thick), follows with 
ex' * breaths^ then suctions. 
















17. Suctions nose and mouth with same catheter the 
same way. 
















18. Completes suctioning, disconnects catheter 
from suction tubing, wraps catheter around 
gloved hand and pulls glove off inside out. 
















19. Rinses suctioning tubing with tap water* 
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Suctioning 
DeLee Technique 

ChUd's Name: Skills Checklist 

Fterson Trained: _„ 



Position: . Instmctor^ 



1 


Demo 
Date 


Reti 


lILDfi 


noiutration 1 


Date 


Date 


Date 


Date 


Date 


Date 1 


A. States mnne and DunxMectfixocedure. 
















B. Identifies Supplies: « 
1 . DeLee Catheter. 
















2. Saline. 
















3. Resuiciutor Bax. 
















y 

C. Steps: 

1 . AsiemUes supoltes. 
















2. Wishes hinds. 
















3. Gives 3-5 breaths with resuscitstor has. 
















4. biseru catheter into trach without suction. 
















1 S . Advances citheter into the end of trach tube or 
1 until child couths. 
















6 . Applies suction by placing mouth an adapter 
and sucking in breath. 
















7. Twirls cathetor between fingers ts it is pulled 
out uf trach tube, staying in no more than 10 
sec. 
















8. Gives 3-S breaths with resuscitstor bag after 
suction catheter has been removed from trach 
tube. 
















9* Repeat! suctioning in above order (Steps 4-8) 
until secretions hive been removed. 
















1 10. Cleans DeLee Catheter. 
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Suctioning 
Bulb Technique 

CMd's Name: Skills Checklist 

Person Trained: 



Position: bistnictor; 



1 


Demo 
Dale 


Ren 




nonstration 1 


Date 


Dale 


Date 


Dale 


Date 


Dale 1 


A. States name and puivose of ixocedure. 
















B* Identifies Stqspues: 

1 . Tracheostomy tube one size smaller. 














1 


2. Emergency phone number litL 














1 


C* Steps: 

1. Assembles suoplies. 
















2. Squeezes bulb syringe fw TRACH, i^aces tip in 
trach tube and releases. 
















3 . Removes bulb syrinie from trach tube. 
















1 4, Squeezes and releases bulb into tissue, 
H expellint secretions. 
















1 S . Repeats steps 2^ imtil secretions are removed. 
















1 6* Squeezes bulb syringe for MOUTH/NOSE, 
places tip in mouth/nose and releases. 
















7. Removes bulb syrinie 6om mouthAiose 
















8. Squeezes and releases bulb imo tissue, 
expellini secretions. 
















9. Repeau steps 6*8 until secretions are removed. 
















10. Cleans bulb syringes. 
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Suctioning 
Nasal and Oral Technique 

Child's Npjne: Skills Checklist 

Person Trained: 



Position: Instnictor^ 



1 


Vmo 
Date 


Rett 






Date 


Date 


Date 


Date 


Date 


Date 1 


1 

■ A, States name ttidi)uiiX)$e(rf*i)rocechiie^ 














1 


B, Identifies Sivfrties: 

1 , Suction machine with tuUnc 














1 
j 


2. Catheter. 
















o • v..*iip Of imv WAicr* 














— 1 


C. Steps: 

1. Astemblet tuopliei. 
















2. Washes hands. 
















3. Turns suction machine on and checks function. 
















4. Removes catheter from storage bag being 
cirefiil not to touch the last S inches of 
catheter. 
















5. Attaches cadieter to suction tubini. 
















o. imcAia ouioinr inio iKMe ano aMvances unui 
child cou£hs without suction. 
















7. Apfilies suction when child coughs and 
withdraws catheter while twirlinc catheter. 
















8. Puts a few drops of mmnal saline into nose to 
thin out secretions (if they are thick)* 
















9 . Repeatt suctioning in this order (6-8) until 
nose is clear. 
















10. Suctions mouth by advancing catheter into 
mouth without suction. 
















1 1 . Apfdies suction and withdraws catheter while 
twirlina. 
















12. Repeats suctioning in above order (10-11) until 
mouth is clear. 
















13. Disposes of or cleans catheter. 
















14. Rimes tubing with tap water. 
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pR04E(rr scim )L iare-oiidelines f \ )K care 



Respiratory Emergencies 
Accidental Removal of the 
ChUd's Name:___ Tracheostomy Tube 

Skills Checklist 

Person Trained: 



Position: Instnicior: 



1 
1 


Demo 
Date 


Rea 


irnDemoiutri 


tion 1 


Date 


Date 


Date 


Date 


Date 


Date 


A Stdt^c ffiame snA fMinvKC nf tifYvrA/liirp 
















B. loentifies Supple: 

1 . EmeriEency phone number list. 
















2. Spare tracheostoniy tube with ties or holder 
attached and obturator. 
















3. Lubricant - jelly or saline* 
















4. Blunt scistori. 
















S. Suction tui>plies. 
















C. Steps: 

1 . Describes recognition of problems: 
















a. Respiratory distress. 
















b* Finding trach tube out of trachea. 
















c. Apnea monitor alarm. 
















d. Hich pressure alarm (ventilator). 
















e. Low pressure alarm (ventilator). 
















2. Preparation and prevention: 
















a* Has spare tub^ with child always. 
















b. Posts emergency numbers. 
















c. Answers alarms promptly. 
















d. Keeps trach tube midline and straight. 
















e. Knows CPR. 
















3. Action. 
















a. Removes oli tube & replaces with spare 
tube (see Trach changes). 
















b. Assesses child. 
















c. Calls for emergency help, it needed. 
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Respiratory Emergencies 
Difficulty with Trach Tube Insertion 
Quid's Name:. Skills Cheddist 

Person Trained; 



Position- Instnicton 



1 


Demo 
Date 






Dale 


Date 


Date 


Date 


Date 


Date 1 


1 A. States name ami DuiDose of iTOced^ 
















B, Identifies Siq)idies: 

1 iVAtfilMMttfifnir tiilw miA #iirj» ttmAl1«v 
1 * _ i imMvlJmwMny Hi DC mif» VIZV •fnUlCT* 
















2. Emergency riKme number list 
















C. Steps: 

1 * Describtti rooognitton of ptotdemi: 
ft. Tube does not fit euilv in tumtm 
















b. Stoma ctoiinx. 
















2. PrqMration and jmvention 
1 ft. If thcHmiahly trained. 
















1 b. Potitiens child oroDerlv. 
















c* Has qwe tube mie tize imftUer than 
child's present size. 
















d* Posts emertency numbers. 
















e. Knows CPR. 
















1 3. Action: 

1 ft. Acts calmly and reassures child. 
















b. Checks for proper positionina. 
















c. Spreads the stoma* 
















d. Waiu to exhalation. 
















e. Uses smalls size tube. 
















1 f . Calls for emeraency help if needed. 
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Child's Name- 



Person Trained: 
Position: 



Respiratory Emergencies 
Blocked Tracheostomy Tube 

Skills Checklist 



Instnictor. 



1 


Demo 
Date 


Rcti 






tion 1 


Date 


Date 


Date 


Date 


Date 


Date 1 


■ A Stfltfifi nsme and nimose of nmcAdim 
















B. Identifies Siqsplies: 

1 . Spire tradieoitainy cube with ties or holder 
•tttched and obturatcr. 
















2. Water soluble lufaicarU or saline. 














1 


3. Blunt scissors. 














1 


4. Suction supplies. 














1 


C. Steps: 

1 . Describes recognition of problems: 
a* Respiratory distress* 














1 


b. Air will not go into lungs with a 
rescuscitator baa. 
















c* Suction catheter will not pass through 
j trach tube« 
















1 d. Apnea monitor alarm* 
















e. Hifth Pressure alarm (ventilator). 
















2 . Preparation and prevention 

a. Has spare tube with child always. 
















b* Has emergency supplies with child always* 
















c. Posts emerfency numbers. 
















d* Keeps trach humidified properly. 
















e. Keeps up routine trach changes. 
















f . Always answers alarms properly* 
















a. Knows CPR. 
















3 * Action; 

a* Asks child to cough* 
















b. Putt several drops of saline in trach, gives 
breaths, suctions* 
















c* Chanaes trach if pediatric tube. 
















d. Replaces inner cannula with spare, if adult 
trach tube. 
















e* Changes entire tube if breathing difHculty 
continues after inner cannula is replaced. 
















B f . Calls for emergency help if needed. 
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PROJECT SCHOOL CARE-GUIDELINES FOB CARE 



Respiratory Emergencies 
Aspiration 

Child's Name: Skills Checklist 

Persm Trained: 



Position: • Instructor^ 



1 


Dono 
Date 


Reti 


imJQec 


nonslradon 1 


Date 


Date 


Date 


Date 


Date 


Date 1 


, . — 

I A« Slates name and puipose « Droceaure* 














1 


B. Identifies Supplies: 
1. Suction iUDpliet. 














1 


2. Emeriency phone number liiL 














1 


C. Steps: 

1 . Deicribet rccognitkm of proUems: 
1 1. Seeing child *1»ealhe in** food, liquid or 
vomitus* 














1 


b* Seeing signs of asptnition - coughing, 
cnoKuix* uirntn|t diuc* 
















z. rreparsuon sno preveniiwi 
child tlwtys. 
















b. Utet caution ni^ien feedint* 
















c« Turns child*! head to side and is sure trsch 
tube <qiening is covered if vomiting 
occurs. 
















d. Posts emeraenuv numbers. 
















e. Knows CPR. 
















3 . Action: 

a. Suctions immediately 
















b. Puts several drops of sterile saline in tube; 
1 suctions aaain. 
















II c. Gives several breaths with resuscitator bag 
1 after using several drops of sterile saline. 
















1 d. Repeats suctioning. 
















1 e* Notifies phvsician. 
















1 f . Calls for emergency help if need«»d* 
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PROJECT SCHOOL CARE-tJUIDELlNES FOR C ARK 



Summary of Skiiiis Trflining and R ecommendations 



Date Instructor Person Trained 

Strengths of Trainee : 

Weaknesses of Trunee : 

Rec(»nmendations for follow-up and further training : 



Recheck Recommended : ™_ 

Date Instructor Person Trained 

Strengths of Trainee : 

Weaknesses of Trainee; 

Recomnnendations for follow-up and further ti-aining: 



Recheck Recommended : 

Date Instructor Person Trained 

Strengths of Trainee:^ 

Weaknesses of Trainee: 

Recommendations for follow-up and further training: 



Recheck Recommended* 



Ventilator Assisted Care Program/CIP 
Children's Hospital, New Orleans, LA 701 18 
1987 
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